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The Management of Cases of Pelvic Disproportion. 


By JOHN Martin Munro Kerr, M.D., C.M. (Glas.). 


Regius Professor Midwifery, Glasgow. 


The Diagnosis of Pelvic Disproportion. 

THERE are few subjects in operative obstetrics of greater interest 
than the diagnosis and treatment of contracted pelvis. It must 
always appeal to the obstetrician really interested in his art, for 
is gives him so many opportunities for the exercise of finesse. 
The importance of finesse can hardly be exaggerated: it is 
essential if we are to maintain obstetrics at a high level among 
the surgical specialties. 

Before discussing this time-worn subject of the diagnosis and 
treatment of pelvic deformities | should like in a word or two to 
contrast the position it occupies to-day with that of thirty-five 
years ago when | joined the ranks of gynzcological specialists. 
Thirty-five years ago the treatment of contracted pelvis was based 
on the measurements made by hand or by pelvimeter, and tables 
were given for the treatment applicable to each particular degree 
of deformity. Fierce and even acrimonious discussions took place 
regarding the relative merits of version and forceps, of symphy- 
siotomy (which had been revived) and Czesarean section, of 
induction of labour and Cesarean section, etc. The great Ob- 
stetric School of Edinburgh, particularly interested as they were 
in the evolution of the axis traction forceps, were strong partisans 
of its employment. It took them many years to recognize the 
limitations of axis traction forceps. In Glasgow we developed 
along different lines. Thanks largely to the influence of Professor 

“Papers I—V on ‘The Management of Cases of Pelvic Disproportion,’ 


read before the Seventh Congress of Obstetrics and Gynecology, Dublin, * 
April 24—26, 1929. 
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Murdoch Cameron, my predecessor in the Regius Chair, our 
tendency was ever towards enlarging the field of Caesarean section. 
I mention these two great Schools because they more than any 
others in this country were specially identified with the subject 
of contracted pelvis. Well, all these discussions are over and are 
merely of historical interest. Version has gone, extreme force 
as the end of the forceps has gone, symphysiotomy is reserved 
for only very special cases, and induction of labour is looked 
upon with no great favour. Diagnosis has been simplified, and 
treatment is limited to three methods (1) spontaneous delivery ; 
(2) forceps with moderate traction; (3) Caesarean section. We 
who are finishing our professional life as obstetricians can resv 
satisfied: our era has witnessed a greater advance in practical 
obstetrics than any other era, than all other eras. Is this not a 
suitable occasion to pay a tribute to those who have retired from 
active practice and those who have gone, who helped materially 
to secure this wonderful achievement ? 

As regards the diagnosis of contracted pelvis, the most strik- 
ing conclusion reached by all is this, that it is impossible to esti- 
mate accurately the capacity of the true pelvis by mechanical means. 
Certainly, we employ calipers for the purpose of measuring the 
interspinous, intercristal, and external conjugate, and especially 
the transverse diameter of the pelvic outlet; but this is simply to 
give us a general idea of the pelvic formation. The same applies 
to the various methods of internal manual examination. Even 
examination by radiography has not vet been perfected so that it 
can be employed easily and with accuracy. Then again, the 
estimation of the size of the foetal head in uwlero has not proved 
of any great practical value, because it cannot be done with any 
degree of exactness. And so we have been forced to the con- 
clusion that the all-important examination is the estimation of 
the relative size of the head and the pelvis by the bimanual 
method. The aphorism of Barbour that ‘‘the foetal head is the 
best pelvimeter’’ is as true to-day as when he made it many years 
ago. Undoubtedly, the ordinary methods of measuring the pelvis 
permit us to determine the cases in which Czesarean section is 
the only possible treatment, but the great majority of cases do not 
fall into this category : the great bulk of cases, and far the most 
interesting are borderline cases in which the decision has to be 
made as to whether or not the head will pass through the pelvis 
spontaneously or with a little assistance with the forceps. Now, ‘n 
many instances this can be decided only after labour has been 
in progress for some time. I have no great objection to the per- 
formance of Czesarean section before Jabour except that I believe 
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it is always preferable to operate after labour has started when 
Czesarean section is the only treatment deserving consideration, 
but I do protest against the employment of Caesarean section if there 
is any uncertainty regarding the possibility of a spontaneous de- 
livery or an easy forceps delivery. Unfortunately at the present 
time certain individuals employ Czesarean section in such cases : it 
is easier, more convenient, and being more impressive makes ap- 
peal to the lay mind, but it is not finished obstetrics. [| wish very 
specially to emphasize this fact, that the completion of one’s 
diagnosis as to whether a head will or will not pass through the 
pelvis safely can in most instances only be made after labour has 
been in progress for some time, and especially is this so in prima- 
gravide. Many times have | found that a head which | thought, 
at the examination betore labour, would not pass, has been driven 
through the pelvis comparatively easily. Besides, the uncertain 
factor of the forces cannot be predicted or estimated before 
labour in a primipara. This accounts for the lukewarmness 
of present day obstetricians towards induction of labour. 

The most striking features in all statistics bearing on 
labour in contracted pelvis are (a) the trequency of spontaneous 
delivery, and (b) the low mortality and morbidity rate in mother 
and child with spontaneous delivery. No method of treatment 
for contracted pelvis gives anything approaching the results 
secured by spontaneous delivery. It behoves us therefore in a 
particular case to give spontaneous delivery every chance. There 
is, however, one matter to which we must give special attention, 
the late effect on the child in cases of a prolonged second stage. 
Investigations are on foot to try to determine this from the ex- 
amination of children who prove to be backward or deficient in 
mentality, but | would impress upon those who are engaged in 
this work, in this and other countries, to base their conclusion on 
very definite information. They must not be satisfied with a 
vague statement that the labour was prolonged or difficult; they 
must determine whether the labour was spontaneous or completed 
with the forceps. Whenever the forceps is employed in contracted 
pelvis to pull the head down and out of the pelvis the risks of 
major and minor injuries to the child are enormously increased. 
The head high in the pelvis can only be grasped anteroposteriorly 
or obliquely, with the result that the head must be unduly com- 
pressed, and dangerously compressed, if much force is exercised 
in the actual delivery. It is possible that the investigations | 
have mentioned may show such a high late morbidity that even 
our present restricted use of the forceps in contracted pelvis may 
have to be revised, 
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Let me now say a word or two about some of the finer points 
which must be considered in the diagnosis of a case of contracted 
pelvis. I have already stated that this can only be done satis- 
factorily in borderline cases after labour has started. Com- 
paratively early in labour an examination under anzesthesia should 
be made. At this examination it will be possible to relegate 
additional cases to groups in which on the one hand spontaneous 
delivery may be expected, and on the other hand in which Czesarean 
section is necessary. But the cases still doubtful should be 
allowed to go into the second stage, and after this stage has 
continued for a couple of hours another examination under an 
anesthetic should be carried out. This is really the most im- 
portant examination. What are the points to be noted? The 
actual measurements of the pelvis have been made before labour 
or early in labour: we know the type and size. The first point 
to be noted is the position of the occiput. In a large proportion 
of malformed pelves there is an irregularity of the pelvic brim. 
One pelvic bay is roomier than the other owing to the fact that 
there is a certain degree of scoliosis, so that the promontory of 
the sacrum is pushed over to one side. Sometimes therefore the 
position of the occiput to the roomy or to the narrow side may 
be a factor of considerable importance. This factor explains some 
of the cases in which in a multipara one labour is difficult and 
another comparatively easy. 

Another important point is the consistence of the head, deter- 
mined by estimating the patency of the sutures and fontanelles. 

Yet another point in completing the diagnosis is determining 
the degree of pelvic obliquity. It happens that the point of 
ereatest obstruction is sometimes above and sometimes below the 
true promontory, that on the one hand you may have the actual 
entrance to the pelvis on a more oblique plane, or on a less 
oblique plane than normal. Obviously, the greater the obliquity 
of the plane of the brim the greater is the difficulty which the 
head has in engaging. 

But probably the most important point in the diagnosis is 
determining the variety of parietal obliquity ; in other words, in 


a flat pelvis whether the anterior or the posterior parietal bone 


presents. As we all know, the latter, the posterior parietal present- 
ation, is hopeless both as regards spontaneous delivery and 
delivery with the forceps. Personally, | have seldom been able to 
convert it into an antertor parietal presentation. 

If all these points are investigated in the diagnosis of a particu- 
lar case of flat’ pelvis one can generally predict whether or no 
the head will pass if another hour or two is given, And at worst 
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if spontaneous delivery does not take place as was expected very 
slight traction with the forceps is all that is necessary. This 
expectant treatment in border-line cases calls for most caretul 
observation on the part of the accoucheur responsible for the 
direction of the case. It requires great obstetric experience, 
judgment, and patience. But the reward is proportionately 
great, for not only is it the most scientific method yet evolved, but 
in the experience of those who have emploved the method it has 
resulted in a reduction of the maternal mortality and morbidity 
as no other method has done. 

Se far I have referred to the flat rachitic pelvis. The generally 
contracted pelvis is quite a different problem. THlere exact diag- 
nosis of pelvic capacity is possible if the particular pelvis is an 
example of pure general contraction. In such cases measurement 
of the intercristal, interspinous, and especially the transverse 
diameter of the outlet furnishes one with the exact pelvic capacity. 
Naturally, in mixed torms of contracted pelvis this does not apply. 
Only cases in which the disproportion is very slight should be 
treated expectantly as spontaneous delivery is improbable. Further, 
the employment of the forceps in this type always necessitates con- 
siderable force, for even with a slight diminution of the subpubic 
angle the head must be dragged further downwards and backwards 
before it can round the symphysis pubis. In such cases, and in 
such cases alone, does pubiotomy compete with Czesarean section. 


Well, I would make one exception, viz., the kyphotic pelvis in 


which | think, given) pronounced obstruction at the outlet, 
pubiotomy is the operation of choice. 

My remarks have been briet, firstly because many others wish 
to speak, and secondly because the problem has been so much 
simplified in recent vears. One question, however, still calls for 
a definite answer, viz., the margin of safetv with expectant treat- 
ment. In the individual patient this is determined during labour 
by the condition of the mother and child. A general pronounce- 
ment of the question can only be made when the late morbidity 
amongst children born under this method of treatment has been 
determined. 
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The Immediate Results to Mother and Child of Labour 
with Contracted Pelvis. 
By Wa. FLercHer SuHaw, M.D., B.Ch. (Manch.). 
Professor of Clinical Obstetrics and Gynecology, Manchester 
University; Senior Hon. Surgeon for Women, St. Mary’s 
Hospital, Manchester; Hon. Gyn. Surgeon, Manchester 
Royal Infirmary. 


One of the most difficult tasks confronting the obstetrician is to 
determine which method of delivery to recommend to a woman with 
a moderately contracted pelvis. A very marked degree of pelvic 
contraction presents no difficulty, Caesarean section is the only 
possible method of delivery, but these cases are comparatively rare : 


that which calls for the highest skill and experience is the case with 
slight contraction, the case in which not only the size of the pelvis, 
but also that of the child’s head, has to be taken into account. 

For these cases it is impossible to lay down hard and fast lines, 
to say that a pelvis of a certain size must have certain treatment, 
while that of another size will be best treated in another way. 

Nothing but experience and careful observation will allow any 
obstetrician to come to a correct decision and each obstetrician will 
show some preference towards some particular method of treatment : 
this does not matter so long as the result is good to the mother and 
child. 

The only way to test the methods of treatment, much more to 
test the correctness of the choice of method and the skill with which 
this is carried out, is to take a consecutive series of cases treated by 
one obstetrician or in one Institution and tabulate the results. 

For this purpose I have taken a consecutive series of 290 women 
with contracted pelves, delivered in St. Mary’s Hospitals, Man- 
chester, in a period of nine months. It would have been possible 
greatly to increase the number, but I think it is sufficiently large 
for this purpose and during this period I know the measurements 
have been taken with precision and are reliable. The work of 
abstracting and tabulating these cases has been done by Dr. 
Gerrard, the Resident Obstetrical Surgeon at St. Mary’s Hospitals, 
and I have to thank him, not only for this, but for doing it in the 
short time available. 
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In this series are a number of cases with very marked contraction, 
many with diagonal conjugates of only 3} to 33 inches, and one with 
a diagonal conjugate of only two inches, but the majority showed 
only slight contraction, diagonal conjugate 4 to 4} inches, and 
these are the cases calling for the greatest skill, experience and care. 

In this series of 290 cases, 242 were admitted from the ante-natal 
department of St. Mary’s Hospital, and among these the maternal 
mortality was nil and the foetal mortality 14 or 5.7 per cent. Forty- 
eight were admitted as emergencies, many after failure of instru- 
mental delivery : in these the maternal mortality was 5 or 10.4 per 
cent, and the foetal mortality 27 or 56.2 per cent. 

A greater proof of the importance of ante-natal examination and 
treatment by experts can hardly be adduced, and | will discuss this 
later. 

The 242 cases admitted from the ante-natal department were 
delivered in the following manner: induction 79, Caesarean section 
76, natural forces 61, forceps 13, breech 7, version 5, craniotomy 1. 
In the 48 emergencies, delivery was effected by : forceps in 14 cases, 
craniotomy 13, natural forces 7, version 5, Cesarean section 5, 
breech 4. 


NATURAL FORCEs. 

Sixty-eight patients delivered themselves, 61 from the ante-natal 
department and seven admitted as emergencies. All the 61 patients 
admitted from the ante-natal department had definite contraction of 
the pelvis with diagonal conjugates varying from 4 to 43. 

Forty-three patients were primigravidze and 26 multipara, and 
in each case labour was in the nature of a trial labour. Many other 
cases were given the chance of a trial labour but were terminated 
by other means when there seemed no chance of a successful 
termination. 

There is a considerable difference of opinion upon the advis- 
ability of allowing a patient to have a trial labour. In many primi- 
gravid it is impossible to say beforehand whether labour can be 
terminated naturally, as it is impossible to estimate the degree of 
moulding which will be produced, and it is justifiable in these cases 
to allow a trial labour, provided the patient is in hospital or a nurs- 
ing home where Cesarean section can be performed if it is found 
necessary, but it is doubtful if this treatment is good with patients 
in their own homes in which rigid asepsis in examination is difficult 
and from which the patient must be moved if operative interference 
is required. 

Of the 61 patients admitted from, the ante-natal department 
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there were no maternal deaths and only one stillbirth, a macerated 
infant. 

Of the seven admitted as emergencies there were no maternal 
deaths but four stillbirths; in one there was much moulding and 
the foetal heart could not be heard on admission, one was admitted 
after failed forceps, in one the hand was prolapsed, and in the 
fourth the pulseless cord was prolapsed. 

These results show how important it is that all patients who have 
a contracted pelvis, but who may deliver themselves, should have 
the trial labour in an institution under expert supervision. 

Only one stillbirth occurred in a primigravida, the others were 
in multigravide and four of these had had previous stillbirths. 
This history is of greater importance than the actual measurements 
of the pelvis and one upon which I place the greatest reliance and 
I am always inclined to advise Czesarean section for a woman with 
slight contraction who has had previous stillbirths when under the 
care of a reliable obstetrician. 


INDUCTION. 

In this series of 290 labours with contracted pelves, 79 were 
induced, 71 before full time and eight at or over full time as there 
was no sign of commencement of labour. The duration of preg- 
nancy varied from 37 to 41 weeks. 

The diagonal conjugate varied from 33 to 4} inches and in three 
cases induction was performed for contracted outlets. 

There were five stillbirths: in three instances the heart sounds 
ceased before birth, in one the heart was beating after birth but the 
child would not breathe, and in the fifth case the child had a spina 
bifida. 

In this series there were 42 primigravide and 37 multigravide. 

The methods used were castor oil, quinine and pituitrin in 72 
cases ; in 57 cases this was successful and in 15 it failed. 

In 22 cases bougies were used and in this number is included 
the 15 in which medicinal induction failed. 

In the 57 labours induced by drugs there were three stillbirths, 
while in those induced by bougies there were two stillbirths. All 
the mothers recovered, 

All the deliveries were by natural forces with four exceptions 
which required the forceps. 

There is no doubt such a large number of inductions will raise 
criticism. Many obstetricians dislike this method and when it is 
performed for a marked degree of contraction at an early date so 
as to avoid Czesarean section | number myself among these, as 
it seems to me preferable to obtain a full-time child by an operation 
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which has now little risk either to mother or child, rather than 
a very premature child with the added risk of a difficult labour. 
Very few, if any, of these cases fall into this category. The great 
majority were induced during the last two weeks of pregnancy and 
there can be no doubt many were successfully delivered by natural 
forces who would have given serious trouble if labour had been 
delayed another fortnight, though no doubt many would have been 
delivered successfully at full time if induction had not been per- 
formed. 

This is a debatable point, but it seems to me, these figures are 
a justification for medicinal induction in this type of case as 
induction after the 38th week can do little, if any, harm to the child. 


CESAREAN SECTION. 

In this series 81 cases were delivered by Czesarean section. 

All the patients had contracted pelves, the diagonal conjugate 
varying from 2? to 4} inches and in addition one case had a pro- 
lapsed cord, one was an elderly primigravida with a diagonal 
conjugate of 4} inches, two had placenta praevia and one eclampsia. 

In six cases, Czesarean section was performed after a trial labour 
and in two of these cases the forceps had been tried and failed. 

There was only one maternal death, the case of eclampsia, whici 
died a few hours after the operation and it is hardly fair to ascribe 
this death to the operation. 

Two of the children were dead, one in the case of eclampsia, 
the other with hydrocephalus and spina bifida. It was known in 
this case before the operation that the child was dead, but the pelvis 
was so markedly contracted that it was considered to be much safer 
for the mother to be delivered by Czesarean section than by crani- 
otomy. 

In the last few years there has been much discussion upon the 
relative merits of the classical incision and the lower uterine 
incision. 

These figures do not help in forming a decision as in only five 
cases was the lower incision used, but they are an indication that 
none of the staff of St. Mary’s Hospital have found any marked 
advantage from the use of this incision, 


FORCEPS. 

In this series of 290 cases only 27 were delivered by the forceps, 
and in the large majority of these cases the forceps was used only 
when the head was already on the perineum. 

In looking back upon a quarter of a century’s obstetrical work 
in no respect is there a greater change than in this. 





274 Journal of Obstetrics and Gynecology 


During the five years I was a Resident at St. Mary’s Hospital, 
1904-8, there were only four or five Casarean sections in each year 
whereas now there are about 120. Many of the cases upon which 
Cesarean section is now performed could, and in the old days 
would have been delivered with the forceps, but there is no 
doubt the modern operation is safer both to mother and child. 
The application of the forceps at the brim is now a comparatively 
rare operation, whereas in the old days it was almost of daily 
occurrence, and I find very few of the younger obstetricians 
have ever used Walcher’s position, one which we used with 
great advantage in pelves with marked flattening. Of these 
27 cases 14 were admitted as emergencies, five after failure 
of the forceps and only 13 were among the cases admitted from 
our ante-natal department. There was only one maternal death, 
a patient sent in as an emergency with a persistent occipito-posterior 
position after several attempts at forceps delivery: she died of 
sepsis. 

Six children were stillborn, two in cases admitted from the 
ante-natal clinic in which induction was performed at the 38th week 
and the forceps applied because of signs of foetal distress: four 
from those admitted as emergencies, in two of which the forceps 
had been previously applied and failed. 

One of the points upon which obstetrical teachers should con- 
centrate is the misuse of the forceps at the pelvic brim. If only 
we could get the profession to grasp the fact that forceps must never 
be applied until the cervix is fully dilated and even then must not 
be applied to the head at the brim until a definite diagnosis is made 
of the cause of the delay, we should eliminate this large number 
of patients sent into hospital after ‘‘failed forceps.’’ I have already 
expressed my views upon this subject in ‘‘Unsuccessful forceps 
cases,’’ Brit. Med. Journ., Aug. 4th, 1928, p. 188. 


CRANIOTOMIES. 


One of the greatest blots upon modern obstetrical practice is 
the fact that the increased number of Caesarean sections performed 
each year has not diminished the number of craniotomies. 

In St. Mary’s Hospital in 1906 the number of Caesarean sections 
was four and the craniotomies 15. In 1926 the number of Caesarean 
sections for contracted pelves was 121 and craniotomies 19. Practi- 
cally all these cases are admitted to the hospital advanced in labour, 
frequently after attempts at instrumental delivery and generally 
with the child dead. Careful examination after labour has com- 
menced would almost eliminate this operation, 
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In this series there were 14 craniotomies. One of these was 
admitted from the ante-natal department, a patient with a flat 
pelvis and a knee presentation. There was some delay in delivering 
the child which died in birth, and to avoid any extra pressure upon 
the maternal tissues the after coming head was perforated. 

The remaining thirteen cases were all admitted late in labour 
and in six cases the forceps had been applied and had failed. Of the 
remaining seven cases the child was already dead in five and so many 
examinations had been made in the other two that it was not deemed 
advisable to perform Cesarean section. In several other similar 
cases in which the child was alive Czesarean section was performed, 


but this operation performed subsequent to many examinations 
before admission to hospital always carries with it a great risk 


and each case must be considered on its own merits. 
Three of the mothers died, one from sheck two hours after 
delivery and two from sepsis. 


BREECH. 

In ii patients with contracted pelvis the child was delivered as 
a breech presentation, seven from the ante-natal department and 
four admitted as emergencies. 

All the mothers did well but four of the children were stillborn, 
three of the seven admitted from the ante-natal department and one 
of the four admitted as emergencies. 

This is a very strong argument for external version in the last 
month of pregnancy for all breech presentations with a contracted 
pelvis. 


PoDALIC VERSION. 

Before Caesarean section became so popular one of the recog- 
nized methods of delivery in a flattened pelvis was podalic version, 
but it has now fallen largely into disuse except in cases of great 
emergency. In this series it was performed ten times. All the 
mothers did well but five children were stillborn, although it is 
doubtful if they would have been saved by any other method. In 
two cases the patients were admitted with prolapsed cord, one had 
a placenta praevia, one had a brow presentation, and in the last 
the child’s head proved to be abnormally large and hard. 


GENERAL Discussion, 
In discussing these cases as a whole there are two lessons to 
be learned. The first is the importance of ante-natal supervision, 
as a glance at the figures will show :— 
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No. of Maternal 

cases. deaths. Stillbirths. 
From ante-natal department ... 242 fe) 14 = 95:7 % 
Admitted as emergencies inlabour 48 5=10.4%, 27 = 50.2% 


It should, I think, be emphasized that ante-natal supervision 
should be carried out by a skilled obstetrician and still more impor- 
tant, by the medical practitioner who is to be responsible for the 
delivery, as the knowledge of mistakes made is the only way in 
which knowledge of this important branch can be increased. To 
leave this supervision to whole time officers who do not practice 
obstetrics only gives a feeling of false security. 

If the 48 cases admitted as emergencies had been carefully ex- 
amined during the last month of pregnancy, or even after labour 
had commenced, there is no reason why the figures in this class 
should have been worse than in the other class. 

These figures call a halt and make us consider very seriously 
whither the tendency in modern obstetrical practice is leading us. 

Now the tendency in many large centres is to encourage pregnant 
women to come to ante-natal Centres where they are examined by 
whole time officers with little obstetrical experience and whose 
knowledge, such as it is, is retrogressive rather than progressive 
as they never see these cases in labour and recognize their mistakes : 
this is bad for the patients as it leads to a feeling of false security 
but it has a still worse effect in that it deprives the medical practi- 
tioners of this valuable experience. 

After the ante-natal clinic these patients are usually seen and 
attended only by midwives with the result that young practitioners 
gain their experience of obstetrics only upon abnormal cases to 
which they are called by midwives when in difficulty. Is it to be 
wondered at that we are breeding up a race of practitioners unin- 
terested in obstetrics and totally unfitted for this work? I should 
like to see this ante-natal work carried out by practitioners who will 
be responsible for the deliveries, under the general supervision of 
a fully trained obstetrician to whom all cases of doubt and difficulty 
could be referred. 

No doubt many obstetricians will criticise the methods of 
delivery of many of these cases. We all have our own preferences 
for different types of treatment: personally I dislike induction, and 
if all these cases had been under my own care the number would 
have been much reduced. But, should I have obtained any better 
results? I doubt it; in fact, a study of these cases has convinced 
me that medicinal induction after the 38th week is one of the most 
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valuable methods of treatment we possess for these cases of slight 
contraction. ~ 

Of the 242 cases admitted from the ante-natal department there 
were no maternal deaths and only 14 stillbirths, one of which was 
macerated and two had spina bifida. The only criticism 1 can offer 
is that the three cases of breech stillbirths might have been avoided 
if version had been performed before labour commenced. 

If these six stillbirths were eliminated there remain only eight 
due to unavoidable accidents, a number which it will be difficult 
to reduce by any method. 





Ill 


The Factors underlying Maternal Mortality in the Operative 
Treatment of Obstructed Labour. 


By JAMEs Youna, D.S.O., M.D., Ch.B. (Edin.), F.R.C.S. (Idin.}. 


Physician, Edinburgh Royal Maternity and Simpson Memorial 
Hospital; Gynecologist, Roval Infirmary, Edinburgh. 


There is no subject in obstetrics more important than that 
selected as the main topic for discussion at this Congress, and it 
would be hard to conceive of one more suitable for our considera- 
tion in this great centre of obstetrical learning and leadership. At 
the same time the fact that, after much oscillation, there has been 
a tendency within recent years towards a standardization of our 
views regarding main issues makes the task of those honoured 
with the responsibility of opening the discussion on Pelvic Dis- 
proportion one of considerable difficulty. At a time when, except 
on minor matters, Opinion is becoming stereotyped there is little 
place for indulging the natural desire for novelty or the ambition 
that longs to point the way to some dramatic departure in 
diagnosis or treatment. Conscious of the limitations so imposed 
by the nature of our topic | must content myself with some reflec- 
tions on questions which experience and thought have suggested 
to me to possess especial importance. 

An opportunity such as this is the occasion for a frank and full 
analysis of our results and I want to take advantage of it to put 
the question quite bluntly : Does our present management of pelvic 
disproportion, especially in those cases that come to operative 
(reatment, represent the high-water mark of achievement under the 
existing conditions of knowledge and skill? We find, for example, 
in studyine Tlolland’s figures on Czesarean section for contracted 


pelvis that the results in 37 hospitals show an average percentage 


maternal mortality of 1.6 in cases not in labour, of 1.8 in cases 
early and of 10 in cases late in labour, while after induction it is 
14, and after unsuccessful forceps and craniotomy it reaches the 
terrible figure of 27. The mortality over a total of 3,372, cases is 
4.1 per cent. When faced with a clean case are we to regard the 
risk of death as 1.6 per cent, and when faced with a case following 
unsuccessful forceps or craniotomy as 27 per cent, and that these 
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figures represent the highest standard we can expect in the present 
state of the practice of obstetrics ? The object of this communication 
is an attempt to show that, while useful as a servant, such mass 
statistics may become dangerous as a master, unless they are con- 
tinually brought under the most searching scrutiny. It is a 
commonplace, and there is no individual who more insistently 
urges it than the obstetrician himself, that the tragedies of the 
failed forceps, the obstructed labour in the undetected pelvic con- 
traction and so on, spring from the inadequacy of much of the 
machinery of domestic practice. It is claimed, also, and it is a 
claim which needs no defence, that, with an expansion of the 
system of antenatal supervision and an improvement in the training 
of the student and the doctor, the disasters of the hospital would 
become appreciably lessened. At the same time as obstetricians 
we are apt to be obtusely blind to our own failings and to seek 
outside for errors that may lie at our own door. 


To-day I would ask you to consider shortly with me some of the 
more important lessons revealed by a study of the published 
medical reports of our large hospitals. These form very interesting 
and suggestive reading. The multiplicity of the staff in these 
hospitals justifies the assumption of the same average experience 
and skill and for this reason we might be tempted to conclude that, 
dealing with the same problems in ways that cannot be greatly 
dissimilar, the recorded results should exhibit little variation from 
the mean. So far is this from being the case that we find, on the 
contrary, discrepancies so great as to be almost startling. Now 
it may be urged that the comparison of one hospital or one set of 
hospitals with others is invidious. On the other hand, in its 
defence surely we may urge that there is no other possible utility 
behind the commendable practice of a frank publication of our 
results than just this opportunity it gives us for recognizing that 
at the back of much of the loss of life following our treatment there 
are factors that are not, as it were, essential, but that spring from 
causes that are local and amenable on this account to an easier 
analysis. 

My figures are taken from the reports of nine well-known 
hospitals published within the past ten years and they are thus 
sufficiently large for this purpose of analysis. Altogether they 
show a total of 1,043 Czesarean sections for contracted pelvis with 
36 deaths, or a mortality of 3.6, a figure thus seen to be very 
similar to that of Holland, which was 4.1. In 696 cases the opera- 
tion was carried out before labour and in these the deaths numbered 
15, a mortality of 2.1, which again approximates to that of 1.6 
given by Holland for like cases. The operation was carried out 
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347 times in women already in labour and including all the emerg- 
encies. In them the deaths totalled 23, that is, a percentage 
mortality of 6.6. If, however, instead of thus studying the figures 
as a whole we bring a more comparative scrutiny to bear upon 
them we find ourselves face to face with facts of considerable 
significance. We find that in 415 clean cases dealt with in seven 
hospitals the mortality was 3, or .7 per cent, or less than half that 
given by Holland in such material, while in 281 similar cases 
treated in two other hospitals the deaths numbered 12, that is, a 
mortality of 4.3. This means that some hospitals are losing six 
times as many women after the operation in clean cases than are 
others. The conclusion to which we at once find ourselves driven 
is that such a discrepancy must imply a vitiation of the results by 
hospital contagion and this, on closer analysis, proves to be the 
case. It is seen to be a contagion of a subepidemic character per- 
sisting year after year, causing a high morbidity rate and inflating 
the incidence of deaths. I have recently directed attention to the 
significance of this hospital contagion in our present-day mixed 
hospitals which cater for clean and unclean alike. The segregation 
of the clean from the septic and, more especially, the suspect cases 
constitutes a problem of the greatest complexity and its magnitude 
becomes obvious when we recall the multiplicity of ways in which 
infection may be disseminated, the trolleys, tables, linen, elevators, 
walls and floor, anzesthetic masks, the ward maids, nursing and 
the medical staff. There are few hospitals that do not have their 
occasional disasters and there are some, as we have seen, in which 
this risk is a constant menace. 

From these data there emerges the fact that a high proportion 
of the deaths occurring in our clean cases of Czesarean section is 
avoidable and that the undesirable conditions obtaining in som: 
of our Institutions tend continually to augment in this way the 
average mortality as shown in mass statistics. It is significant 
that in Holland’s figures the 19 fatalities among the clean Czesarean 
cases were due, in all but one, to sepsis or conditions that might 
be caused by this. 

Having recognized the existence of this large avoidable death 
rate due to contamination of our clean patients we can more 
usefully pass on to consider the possible bearing of the same factor 
in our cases of obstructed labour. A survey of the same statistics 
shows that the hospitals with the large mortality in the clean cases 
had g6 cases of Caesarean section for obstructed labour with seven 
deaths, a mortality of seven per cent. In the other set of hospitals 
the numbers were 273 with 20 fatalities, that is, 6.3 per cent. We 
thus arrive at the somewhat curious result that although in one 
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set of hospitals the management of the clean cases is six times 
as fatal as that of the other hospitals, the mortality attending 
the emergency Czesareans is not very different in the two sets o* 
figures. It is true that the figures are too small to allow of a 
conclusive verdict on this question and in suspect cases we have 
further to remember that local conditions, such as a high incidence 
of pelvic deformity, may vary the severity of the cases dealt with. 
On the other hand the similarity of the figures is so close that 
we may legitimately allow ourselves to draw some broad deductions. 
The first is that in one series of hospitals the segregation and other 
preventive technique succeeds, to a considerable degree, while in 
the other it fails signally in protecting the clean cases from the 
contagion carried into the hospital by the emergency class 0° 
patient. The equality of deaths among the emergencies them- 
selves in both sets of Institutions must mean either that hospital 
contagion here plays little part in the death rate and that it is 
determined rather by what we may call the risk inherent in the 
type of case dealt with, a risk which does not vary with location, 
or it means that, in both sets of hospitals, contagion and inherent 


risk combine together to produce a somewhat similar figure. It 
would seem to be difficult to evade the conclusion that, at any rate, 
in the case of the Institution which shows a high contagion 


among its clean cases, this same factor must be tending io 
aggravate the incidence of deaths among the emergency cases. 
Further, we have to remember that even in hospitals where a 
rigidity of segregation of the clean from the unclean is practised, 
the precautions against the transmission of contagion from one 
emergency case to another may not be equally strict. I have 
already referred to the complexity of this problem. This com- 
plexity is so great that it is beyond solution by any hospital which 
is not architecturally planned with the greatest care and forethought. 
In fact, unless a complete individualization of such cases from the 
time of their admission to such time as they are declared safe be 
achieved, cross infection is inevitable. To be effective the svsten 
of segregation must imply that each such case must not enter the 
common reception rooms, trolleys, and lifts, but must be taken 
direct to a special room or suite where it is attended by a com- 
pletely segregated staff until proved to be frankly septic, on the 
one hand, when it is transferred to the septic block, or to be 
non-infected, on the other hand, when it can safely be allowed to 
link up with the routine of the hospital . 


It cannot yet be said that we fully understand the avenues bv 
which this contagion is transmitted from patient to patient and 
there is need for an extended investigation to establish data on 


B 
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which we can build a more perfect mechanism of prevention. There 
would seem to be little doubt that a chief method of transmission 
consists of the implantation of a micro-organism, which has pre- 
viously gathered virulence by passage through the birth canal of 
one or more puerperal women, on to the genital orifice or canal of 
the new victim. This infection may be accomplished by fingers, 
instruments or other agents introduced into the vagina or uterus, 
but, on the other hand, it can occur in the absence of any such 
actual and direct entrance into the birth canal by dressings, bed- 
clothes, sheets or bed-pans, merely brought into contact with 
the skin surfaces. While there would seem to be no doubt of the 
primary importance of such genital transmission we are not yet 
in a position to state with conviction that the avenues which play 
a part in ordinary infectious diseases, for example, the air passages, 
can be excluded. It is conceivable, and in a sense highly probable, 
that the streptococcus of puerperal sepsis, which possesses such a 
high specificity for the genital passages, will reach its goal no 
matter how it gains entrance to the body, just as we know from 
the work of Rosenow that the streptococcus isolated from appendi- 
citis or an infected gall-bladder will make straight for its specific 
organ even when introduced through such an unusual avenue 
as the skin. 


Furthermore we have to remember that, the dominating pre- 
disposing cause of puerperal sepsis being traumatization of the 
birth passages, the case of obstructed labour or other emergency 
in which laceration and contusion of the soft passages has occurred 
is peculiarly liable after admission to hospital to catch up any 
infection which may be existent therein at the moment. Moreover, 
this damage and devitalization of tissue raises the possibility of 
a severe and even fatal inflammation being provoked by a micro- 
organism which in a healthy genital passage would be practically 
harmless. 


The point then to which I want to invite your special attention ts 
how far our high death rate in Czesarean section for such obstetrical 
emergencies as obstructed labour in pelvic disproportion is being 
continually inflated by this contact and avoidable infection which we 
are failing to recognize because of our preoccupation with the other 
factors that make for risk. In this connexion it is suggestive to find 
that, as in the clean cases, there is a marked variation in the death 
rate among the emergency cases in different hospitals and that 
here again the mean rate of 6.3 all over is a compound of rates 
varying from three per cent in some hospitals to ten per cent in 
others. The same differences are found in regard to the results 
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obtained by other methods of dealing with obstructed labour, for 
example, craniotomy. 

In the records examined there was a total of 250 craniotomies 
for obstructed labour due to pelvic disproportion with 30 deaths, 
that is, a mortality of 12 per cent. In the Institutions with the 
high mortality after the clean Czesarean operation there were 15 
deaths in 105 cases, a percentage mortality of 14.3, while the other 
series of hospitals had 15 deaths in 145 craniotomies, a mortality 
of 10.3 per cent. The mortality rates of the individual hospitals 
varied from two to 30. 

It is, further, not unlikely that it is by a consideration of some 
such factors that we can explain the low mortality revealed in the 
practice of individual operators. Frances Ivens, for example, has 
recently reported 228 consecutive cases of the classical Czesarean 
section for contracted pelvis with a mortality of one, or 0.4 per cent. 
This result is especially striking in view of the fact that 90 of the 
cases were operated upon late in labour, many of them after 
unsuccessful instrumentation, and that, further, the cases are un- 
selected in the sense that no craniotomy during the period covered 
was carried out on a living child. Again, we have de Lee’s record of 
620 cases of cervical Czesarean section, in many of whom the 
conditions were unfavourable, with six deaths. Kiistner and Bumm 
have between them published a series of 226 cases of the extra- 
peritoneal operation, many of whom were frankly septic and 
suspect, with four deaths, that is, a mortality under two per cent. 

A scrutiny of the literature on Czesarean section fails to discover 
any adequate ground for the view that the type of operation plays 
much part in the determination of mortality. It will be seen that 
in the ideal records | have just quoted one surgeon uses the clas- 
sical operation, another the lower uterine segment method and still 
others the extra-peritoneal section. At the same time we dare 
not disregard the possible part played by further matters of 
technique on which these writers insist and more especially on 
the more specific precautionary detail against sepsis which they 
advocate. In this matter every minute detail may express itself 
in general results. Ivens, for example, attributes part of her 
success in infected and suspect cases to abdominal drainage and to 
the prophylactic use of antistreptococcal serum, administered at 
the time of the operation, and it is arguable that by such means 
both an inherent and a contact infection can be combated. The 
choice of anesthetic is another matter that bulks largely in the 
operative technique of many writers. Personally, I have for long 
considered that ether is an undesirable anzsthetic in pregnant 
women because of the special tendency to bronchial irritation 
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exhibited by such subjects and that the augmentation of this risk in 
infected cases should rule this anzesthetic out of court completely in 
suspect and septic material. Ina choice between chloroform and 
ether, therefore, | employ chloroform invariably in both normal and 
complicated midwilery. Gas and oxygen is preferable to both. 
For some time, with the object of circumventing these dangers, 
| have been using spinal anzesthesia with stovaine in all my 
Cesarean sections and now have an unselected and successive 
series of 36 cases carried out by myself or my assistant, and 
including 17 in which the operation was carried out for emergencies 
(such as obstructed labour and placenta praevia), with one death. 
This was a case of obstructed labour due to contracted pelvis and 
complicated by eclampsia, Though the series is small it is confirm- 
ing me in the belief that in spinal anzesthesia we have a valuable 
adjunct to our technical equipment. Apart from its advantages 
in obviating pulmonary complications it has two outstanding 
claims to our notice. In cases suffering from exhaustion and 
collapse the absence of the toxic effects associated with a general 
anesthetic and the marked natural hemostasis of the uterine wound 
with the small blood loss resulting from its use, both tend to a 
striking reduction in the shock of any operative procedure. On 
the other hand, against such claims we have to place the wonderful 
record of Ivens who, in an unselected series of 295 Czesarean 
sections for all conditions, with open ether as the anesthetic, had 
three deaths, a mortality of only one per cent. 

It is thus seen that even in such a primary matter as the choice 
of an anesthetic there is considerable difference in opinion. Some 
operators prefer chloroform, others ether, others, such as de Lee, 
local and some spinal anzesthesia. This wide divergence of claim 
indicates that on this subject there is need for us to reserve our 
judgment. The same openness of mind is indicated in regard to 
other matters of technical detail. At the same time the success 
which individual operators obtain with these different methods 
suggests that in the end many of these questions are in reality 
of secondary importance in comparison with the subject which | 
have — the main topic of my communication, and that the 
dominat'ng causes of the wide variation in the mortality figures cf 
different hospitals and individuals are to be found in the success 
with which the element of sepsis is countered. 


1 know that you will expect me to indicate the Edinburgh 
practice and experience in the management of obstructed labour 
due to pelvic disproportion, It was originally in my mind to make 
this the main thesis of my communication. After brief considera- 
tion, however, | had no difficulty in concluding that on such a 
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topic the lessons to be drawn from the limited experience of one 
hospital or school, which exhibits a general uniformity of practice 
but which is combined with a multiplicity of detail as great as 
the number of the individuals concerned, would be less valuable than 
those to be gleaned from a wider survey. | was encouraged to 
adopt the second alternative in the belief that it would give me «an 
opportunity to express a conviction that has been growing in my 
mind for some years, that we have been apt to exaggerate matters 
of detail to the exclusion of larger questions of policy and principle. 

In Edinburgh the treatment of labour in which obstruction due 
to pelvic disproportion has become definitely established, and in 
which forceps delivery is considered or after trial has been found 
to be impossible, has for many years consisted of a selection made 
between Czesarean section and craniotomy. 


Version is rarely 
employed and pubiotomy is not practised. 


The type of Caesarean 
section used has been in the main the classical operation with a 
small number carried out through the lower segment. During 
nine years the number of Czesarean sections carried out by myself 
or my assistant for obstructed labour has been 25. In two of these 
cases, which consisted of multipare late in labour, in whem 
repeated unsuccessful attempts at instrumental delivery before 
admission to hospital implied a grave risk of sepsis, the Caesarean 
operation was followed by hysterectomy. In only two was crani- 
otomy performed, in both cases on a dead child. The only death 
in this series of 27 cases occurred in a primipara in whom pelvic 
contraction was complicated by eclampsia. My present personal 
practice in all such cases in which Czesarean section is decided upon 
is to administer a vaginal douche under low pressure with the 


object of cleansing the vagina and vaginal cervix of any gross 
contamination which can be so removed. 


Spinal anesthesia is 
administered and the operation is carried out according to the 
classical procedure. Great stress is laid upon the care taken to 
prevent the cloths and instruments being contaminated by the 
placenta, which is immediately received on a mackintosh sheet 
covered by a towel. In this way we avoid the placental blood 
trickling over the objects surrounding the wound. The uterine 
wound is closed by the Blair Bell technique which allows of a 
broad and a very strong apposition of the edges and thus reduces 
the risk of their giving 


way which is especially to be feared in 
infected cases. To clear 


r the uterine, cervical and vaginal surfaces 
of any loose and removable contamination a douche nozzle is intro- 
duced into the uterus and a flushing out of the canal from above 
downwards is allowed to go on while the uterine sutures are being 
placed. In this way the extra time occupied by the placing of 
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the sutures in accordance with the Blair Bell technique is utilized 
to advantage. 


CONCLUSIONS. 


1. There is considerable variation in the published mortality 
figures of different hospitals in respect of the operative treatment 
of both clean and emergency cases of pelvic disproportion. 


2. There is evidence that these variations are determined not 
so much by the type of operation selected and by the operative 
technique employed, as by the success attending the efforts to 
prevent, on the one hand, contagion of the clean by the emergency 
case, and, on the other, contagion transmitted from one emergency 
case to another. 


3. In general, this risk of contagion springs from the 
inadequacy of the machinery of segregation and this, in its turn, 
may be dependent upon the difficulty of organising a satisfactory 
system because of the architectural unsuitability of the buildings. 
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| propose briefly to refer to certain points in the history of In- 
duction of Labour, to review its present position in the treatment 
o! pelvic disproportion and to give critical consideration to the 
alternative method of trial labour and Cesarean section. 

That the pregnant uterus can by means of mechanical stimulus 
be made to expel its contents was known in ancient times. The 
writings of Juvenal, Plautus and Soranus of Ephesus all show 
that abortion was extensively practised by such means. With 
the spread of Christianity, and a greater appreciation of the 
responsibility of the individual to the State, a greater value was 
set on human lite and the practice came tobe regarded as criminal. 
In the hell deseribed in the spurious vospel of St. Peter, special 
torments were reserved for those who procured abortion. Where, 
or by whom, the operation was first applied to the relief of suffer- 
ing or for prolonging the life of the pregnant woman, we do not 
know, nor do we know who first realized the possibilities it 
offered for the birth of a living child through a pelvis of reduced 
size. 

It was, however, a litthe over 170 years ago and in London that 
the induction of premature labour first took its place as one of the 
recognized operations of obstetrics. 

In the year 1756 a number of physicians and surgeons met 
together in London to discuss the treatment of labour complicated 
by contracted pelvis. 

Previous to this conference induction of premature labour had 
already been practised as a therapeutic measure by Louise Bour- 
goise midwife to Mary of Medici and by Moriceau and others in 
the treatment of ante-partum haemorrhage, but as the result of 
the deliberations of the physicians, it was decided to apply the 
same method to pregnancy complicated by contracted pelvis. 

To Macaulay of London fell the first case in which the treat- 
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the sutures in accordance with the Blair Bell technique is utilized 
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CONCLUSIONS. 


1. There is considerable variation in the published mortality 
figures of different hospitals in respect of the operative treatment 
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| propose briefly to refer to certain points in the history of In- 
duction of Labour, to review its present position in the treatment 
of pelvic disproportion and to give critical consideration to the 
alternative method of trial labour and Ceesarean section. 

That the pregnant uterus can by means of mechanical stimulus 
be made to expel its contents was known in ancient times. The 
writings of Juvenal, Plautus and Soranus of Ephesus all show 
that abortion was extensively practised by such means. With 
the spread of Christianity, and a greater appreciation of the 
responsibility of the individual to the State, a greater value was 
set on human life and the practice came tobe regarded as criminal. 
In the hell described in the spurious gospel of St. Peter, special 
torments were reserved for those who procured abortion. Where, 
or by whom, the operation was first applied to the relief of suffer- 
ing or for prolonging the life of the pregnant woman, we do not 
know, nor do we know who first realized the possibilities it 
offered for the birth of a living child through a pelvis of reduced 
size. 

It was, however, a little over 170 years ago and in London that 
the induction of premature labour first took its place as one of the 
recognized operations of obstetrics. 

In the year 1756 a number of physicians and surgeons met 
together in London to discuss the treatment of labour complicated 
by contracted pelvis. 

Previous to this conference induction of premature labour had 
already been practised as a therapeutic measure by Louise Bour- 
goise midwife to Mary of Medici and by Moriceau and others in 
the treatment of ante-partum hemorrhage, but as the result of 
the deliberations of the physicians, it was decided to apply the 
same method to pregnancy complicated by contracted pelvis. 

To Macaulay of London fell the first case in which the treat- 
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ment was deemed necessary and proper. The patient was the 
wife of a linen draper in the Strand, and the lives of both mother 
and child were saved. 

The operation was first performed in Germany by Carl Wenzel 
of Mainz in 1804, but was not introduced into France until 1831, 
and it was bitterly opposed by the French obstetricians. 

That it was first taught and practised by the English School 
of Obstetricians is universally admitted. The method employed 
was by rupture of the membranes. Krause records the use of a 
bougie in 1754, but Moir, a pupil of Hamilton of Edinburgh, 
records that he taught ‘‘as a means of inducing labour pains, the 
slipping up of an elastic catheter between the uterus and mem- 
branes, leaving it there and re-introducing it if it were expelled.” 
This was in 1724, and 30 years before Krause published his paper. 

At that time, Caesarean section was attended by a mortality 
truly appalling, embryotomy meant the inevitable sacrifice of 
the child, and other methods were unknown. Blundell gives a list 
of 23 cases of Czesarean section performed up to 1821 but always 
with fatal result, except in one instance. This operation had also 
been performed successfully by an_ illiterate woman, Mary 
Dunally in Tyrone, Ireland, in 1737. She operated with a razor, 
extracted the infant and held the wound while a messenger was 
dispatched one mile for some silk and tailors’ needles. 

Modern methods have entirely altered this state of affairs 
and have extended the safety and usefulness of Czesarean section 
so that it has come to encroach more and more upon the time- 
honoured method of induction. All are agreed that in cases of 
great disproportion Czesarean section is the operation of choice, 
but it is recognized that in the lesser degrees of disproportion 
the choice may lie between induction (provided it can be done 
after the 36th week) and Czesarean section at term, either without 
or after a trial labour. 

The most difficult problem in the induction of labour for 
disproportion is that of correctly estimating the time when this 
should best be carried out for it may result that the foetus is born 
too early in some cases, or in others the induction may prove 
to have been delayed too late. 

The best test of disproportion is, of course, the amount of 
moulding of the foetal head, but this can only be ascertained after 
labour is completed. Before labour the only known factor is the 
disproportion; it is only during labour that factors previously 
unknown come into play, such as the moulding and degree of 
flexion of the foetal head and the character of the second stage. 
A floating head even in a primigravida in the later weeks of 
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pregnancy does not of itself indicate disproportion, although tt 
calls for investigation. 

Holland, in a paper read at the Coombe Centenary Congress 
based upon 123 cases of induction of labour, of which 82 were for 
prolongation of pregnancy at full term, claimed that abcut 80 per cent 
of the inductions for contracted pelvis were performed unnecessarily, 
and expressed the opinion that other obstetricians would reach the same 
conclusion were they to subject their cases to the same criticism. 

At St. Bartholomew’s, where the obstetric ward is under the 
charge of my colleagues, Dr. Malcolm Donaldson, Dr. Wilfred 
Shaw and myself, | have had analysed with the kindly help of 
Dr. Burt White, the case records of all cases of induction -for 
disproportion only from 1g1g to 1928 inclusive, and put them 
to similar scrutiny. These cases, including others from my own 
private records, number 134. In all cases the contraction was of 
the small round type and the induction was effected by means of 
bougies or rubber tube. Adopting the same tests as Holland the 
labour was regarded as induced at the proper time only (1) if the 
patient delivered herself spontaneously or with the help of an 
easy low forceps operation ; (2) if the second stage lasted a reason- 
able time, not less than two hours and not more than four in a 
primipara; (3) if the foetal head had undergone a_ reasonable 
amount of moulding. The induction was deemed unnecessary if 
spontaneous delivery followed a short and easy second stage, for 
either the patient might have been left to go into spontaneous labour 
at full time, or the labour was induced, if not unnecessarily, at any 
rate too early. The induction was regarded as having failed if the 
second stage of labour was unusually long and difficult or required 
a difficult forceps operation and there had been over-moulding of 
the head, or if craniotomy or Caesarean section had been necessary 
to relieve obstruction. 

These 134 cases were divided into two groups; 1. In which the 
second stage was less than one hour and, 2. In which the second 
stage lasted two hours or more. ‘The duration of the second 
stage was estimated and is not precise in all cases. 

The results are as follows :— 

Group i. Induced from 38th week onwards, 19 cases. 

Induced from the 36th and 38 week, 14 cases. 
Induction failed in seven cases. 
That is to say, it was unnecessary in 19 cases, for, since these 
were induced from the 38th week onwards, as Holland points out, 
had they been allowed to go to term there can be little doubt that 
labour would have ended in spontaneous delivery, or after an 
easy forceps extraction. 
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1 do not, however, group these 19 and 14 cases together as 
unnecessary, for all we are justified in deducing is that in the 
14 cases induced between the 36th and 38th week the induction 
was carried out too early. 

Although these figures are much lower than those quoted by 
Holland (i.e. unnecessary in g5 cases out of 119, ‘too early in 
seven) yet they support his view that induction is practised un- 
necessarily in many cases. 

But to admit this does not mean agreement with the alternative 
method of trial labour and Czesarean section. Admitted that during 
labour a better estimate of the disproportion can be made than 
before labour, the question arises, at what stage in the course 
of the labour it can be decided that Czesarean section has become 
necessary. Supporters of this method advocate Czsarean section 
early in labour if it is judged that the head will not pass without 
difficulty. 

My own experience of trial labour is limited to five cases only, 
in all of which the pelvis was of the small round type. But if 
| may refer to so small a number, in such pelves the head, 
although it may enter the pelvis early in labour, may, owing to 
the shape as well as the size of the pelvis, fail to pass through. 
Now, since the maternal mortality is known to rise the later in 
labour Ceesarean section is done, | believe the tendency will be to 
do it too early, with the result that, instead of unnecessary in- 
ductions, there will be unnecessary Czesarean sections. 

I believe, also, that it is better to carry out induction too early 
than too late, owing to the risks of difficult delivery, or to do an 
unnecessary Czesarean section. 

But this difficulty of the right selection of cases for induction 
is a real one. 

Whitridge Williams repudiates induction altogether and states 
without regret that he has only employed it in one case. 
The method of trial labour and Cesarean section is stated to be 
in vogue chiefly in such countries as Switzerland, most of 
Germany, Scandinavia’ and large parts of America. It will be 
observed that in these countries most of the midwifery is con- 
ducted in Institutions and few women are confined in their own 
homes. In our own country I believe Tweedy preferred Czesarean 
section and Holland has expressed the view that he inclines to 
Whitridge Williams’ opinion although he recognizes that the 
treatment of contracted pelvis cannot be standardized. 


Fetal Mortality. 
The immediate foetal mortality from Czesarean section is low. 


















Induction of Labour for Disproportion 291 


It is stated to be 3.9 per cent if the operation is performed before 
labour and 5 per cent early in labour. The figures for the 
induction of labour are not so good. Banister published in 1926 
the results of an investigation into 745 cases collected from Queen 
Charlotte’s Hospital, Charing Cross and private sources. In this 
series there were in all 99 foetal deaths, 56 of these being neo- 
natal and 41 post-natal. But he points out that this higher 
mortality must be corrected by the subtraction of five cases in 
which the cause of death was wholly unconnected with the in- 
duction of labour. This give a foetal mortality of 12.6 per cent. 

The advantage of a natural delivery is shown in that in 589 
cases unassisted it was accomplished with a foetal mortality of 
50, which is just under 8.5 per cent; on the other hand 132 cases 
were completed by forceps delivery with 31 foetal deaths before 
the end of the first month, a mortality of 23.4 per cent. 

In the St. Bartholomew’s series out of 134 cases the foetal 
mortality was 16, a percentage rate of just below 12, if all cases 
are included. If the forceps cases are excluded, and this instrument 
should have no place in the treatment by induction unless the head 
is on the perineum, the mortality was ten, which is just ever seven 
per cent. In Fletcher Shaw’s series the foetal mortality was five 
stillbirths in 79 inductions. 

i have not been able to obtain adequate information as to 
the further prospects of survival of the infant but Eden in an 
investigation on the infant mortality during the first two or three 
weeks of life found that even when most of the inductions were 
done as late as the 39th and goth weeks, the mortality rate was 
as high as 14 per cent. In order to test this point, I have 
carried out a follow-up of 32 private cases, all of whom replied. 
One only died within 10 days of the labour, the remainder are 
still alive and well. It must be remembered that Isaac Newton 
is believed to have been a seventh-month child. 

To say that induction of labour for disproportion must stand 
or fall by the foetal mortality is to ignore what is even more 
important, i.e., the maternal mortality results. It has been 
said in some disparagement that induction is playing for safety. 
This is admitted, but it is the mother’s safety, and what else 
would one play for? 


Maternal Mortality. 

The maternal mortality from induction is remarkably low. 
Banister in his series of 745 cases mentions one only, whic) 
occurred from a pulmonary embolism on the 12th day. This gives 
a maternal mortality of 0.13 per cent. In the St. Bartholomew’s 
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series of 134 cases there were no deaths if we exclude one who 
died from causes other than induction. In Fletcher Shaw’s series 
there were no maternal deaths. 

In the collected cases of Czesarean section for contracted 
pelvis, published by Munro Kerr and Holland in 1g21, the 
maternal mortality was 1.4 per cent if the patient was not in 
labour, 1.8 per cent early in labour and 9.4 if late in labour. !n 
Young’s series 2.1 per cent early in labour. Taking the lowest 
figure this is three times as great as the general maternal mor- 
tality rate for England and Wales, and ten times as great as that 
obtained after induction. 

Furthermore, these figures in Caesarean section are the results 
obtained when the operation is performed by experts and where 
the surroundings are most suitable. Trial labour in private 
practice under present social conditions is almost impossible, 
and if it were to become the method of choice it would entail a 
still higher maternal mortality. But, apart from the immediate 
maternal mortality, the added risks from the remote results of 
Czesarean section must also be taken into consideration, 


Conclusions : 

In order to provoke discussion | will conclude by stating 
dogmatically that : 

1. Induction for disproportion has stood the test of time. It 
is easy to carry out, the labour is usually uncomplicated, it has a 
remarkably low maternal mortality, it avoids the risks of a difficult 
labour or Ceesarean section, and the foetal mortality is not unduly 
high in suitable cases. 

2. Its use should be limited to cases of moderate or slight 
disproportion after the 36th week, in which the vertex is pre- 
senting. 

3. Having regard to our social conditions, it remains the best 
method for such cases. 
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The Diagnosis of Disproportion Antenatal and Intranatal 
With a View to Treatment. 


A consideration of 294 cases from the Rotunda Hospital 
BY 
BETHEL SOLOMONS, M.D., F.R.C.P.I., (Master), 


AND 
WENTWORTH A. TAYLOR, M.B., F.R.C.S.L, (Assistant Master). 


IN commencing a study of this subject for the purposes of the 
Congress, we decided at first to use for our material the cases of 
the ten years prior to 1929; on consideration, however, it seemed 
wiser to take the first two years of the new mastership, i.e. November 
1926 to November 1928. During this time, there were 294 cases 
which might be classified under either disproportion or contracted 
pelvis. As there were 4,000 cases admitted during this period the 
percentage is approximately seven. 


The ante-partum diagnosis of disproportion.— 

In every clinic the methods of diagnosis differ in many particu- 
lars though in essentials they are probably much the same, and, 
it seems obvious that in a discussion of this kind, the salient points 
—elementary though they be—must be brought forward, and their 
relative values appraised. 

The ideals to be aimed at in diagnosis fall under two heads : 
(a) To endeavour to eliminate antenatally all those cases in which 
dystocia may arise on the score of proportions, and (b) To prevent 
during labour futile efforts on the part of nature to effect delivery 
when disproportion has become manifest. 

In the Antenatal Clinic, the first stigma which draws our 
attention is small stature, a condition which is present in two types 
of individuals. The first type, and to it belong the majority, are 
of their own nature small women, and express the fact in fineness 
of limb and feature, with which their height, and in the obstetrical 
period, the size of their babies corresponds; the latter, however, 
may be adversely affected by the build, and size of head of the 
father, points into which enquiry is made. The second type of 
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women are those of stunted growth, but whether this is due to errors 
and omissions in diet during the growth period, or to hormonic 
influence, or to these factors combined, we are unable to say : these 
women present a different picture, best described as thick of limb 
and feature. In the first type, the normal delivery rate is high, 
but in the second, a very definite increase of dystocia arises : these 
differences are apparent to the skilled observer, and every case of 
small stature is regarded as potentially difficult until proved 
otherwise. 

The gait is observed, since a limp, if marked from childhood 
days may have wrought obliquity, or distortion of the pelvic brim. 

The history of childhood is further questioned in cases sus- 
pected of rickets, and verified by looking for the familiar signs in 
skull, teeth, and limbs. In our series there were 16 cases presenting 
obvious stigmata of rickets, but we believe this number to be 
small compared with other clinics. It is of prime importance that 
all such patients should be seen standing out of bed, when deformity 
of a mild degree becomes manifest. 

If the patient is a multipara, much help will be derived from 
an exact knowledge of previous labours, i.e., undue prolongation 
of labour, stillbirths, etc. Much will be gained by minute obser- 
vations of all cases before labour, and the head which feels a 
tight fit in the presence of approximately normal measurements, 
gives us’ less concern than in a case where they are obviously 
reduced. 

During the early months, and this is rarely observed, the tight 
fit of an enlarged uterus in a small pelvis may be noticed giving 
a decided impression of contraction. In the later months, the 
prominence of the belly may draw attention to the condition, for 
the presenting part cannot find room in the pelvis, and the uterus 
comes to rest against the abdominal wall, this being almost its sole 
means of support. 

In the last weeks of pregnancy, if, in a primiparous patient 
irrespective of size, or any other fact, or in a multipara with a 
previous history of dystocia, the head is high above the pelvic 
brim, unfixed, and so situated that by Pawlik’s grip any diameter 
of the head smaller than the greatest diameter can be grasped, we 
have the reliable sign on which to base further investigations. 
The first of these is external pelvimetry. 

The value of external pelvimetry in the diagnosis of dispro- 
portion lies in the fact that it gives us a mental picture of the 
obstetrical value or type of pelvis in question; by this means we 
can do one of the simplest things in obstetrics, namely, diagnose 
the presence of contracted pelvis ; with regard to the actual outcome 
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in a given case, external pelvimetry leaves us nearly as much in 
doubt as if we had never seen the case, the relationship of the 
head to the pelvis being the most important fact in our diagnosis 
and prognosis. 

The measurements taken are the interspinous, intercristal, and 
external conjugate: the first two are taken from the outer palpable 
edge of the anterior superior spines, and of the crests respectively, 
this point is mentioned because of the frequency with which 
students and others seem to get confused. The posterior inter- 
spinous measurement is taken in those cases in which the bony land 
marks are not obscured by fat. The importance of the interspinous 
measurement lies chiefly in its relation to the intercristal: when a 
difference less than two centimetres exists between the two, it 
suggests flat pelvis. When all the measurements are lowered a 
generally contracted pelvis is thought of, but the intercristal 
measurement is a good index of the width of the brim of which it 
is about double. As a general rule the external conjugate when 
reduced to 18 centimetres allows a head with a bi-parietal diameter 
of 8.75 centimetres to pass the brim : below this measurement (18 cm) 
complications may be encountered, but in this as in all cases of 
disproportion, the soft parts have to be taken into account in 
forming a judgment. 

It will be seen later, that in our series of 294 cases, there were 
83 in which the measurements were approximately normal, but in 
which some dystocia arose, whilst in 212 of those grouped under 
‘‘small measurements,’’ 83 were delivered spontaneously, leaving 
129 which required some form of operative interference, i.e. 43.8 
per cent. This fact alone is sufficient to compel us to persist in 
external pelvimetry. In basing our conclusions as to pelvic size 
we have taken 26-29-20 centimetres as normal, and we have regarded 
as contracted any measurement below 23-26-18cm.; in addition, 
when the approximation of the intercristal, and interspinous is 
less than two centimetres it is regarded as abnormal, and due to 
splaying of the ilia. 

With reference to measurement of the outlet it must be remem- 
bered that it is not always associated with a small inlet, and we feel 
that it is subject to so great a margin of error, as to be of little 
value: we, however, have found outlet palpation of very distinct 
value, and in a special type of case. We refer to a type of patient 
not uncommonly encountered, of gross dystrophic character with 
ample or excessive external measurements, who falls into labour 
with the head not unsatisfactorily placed in relation to the 
pelvic brim, but who eventually, after a prolonged, distressing, 
and ineffective labour finally requires delivery; palpation of 
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the outlet in such cases will often reveal it narrowed, the curve 
inward of the coccyx exaggerated, and taking place at a higher 
level relative to the outlet than normal; we have found this obser- 
ration to point to smallness of the whole pelvic cavity, which in 
addition may be further diminished by excessive deposition of 
extra-peritoneal fat. 

When narrowed in the transverse to less than seven centimetres, 
or below the width of the clenched fist thrust between the ischial 
tuberosities, we are warned, if at the end of a prolonged second 
stage, the pelvic floor has not shown signs of distension by the 
head, that the brim may still be grasping the head, while the 
formation of caput succedaneum, and moulding proceed to such 
an extent that eventually the occipito-frontal diameter becomes in 
virtue of the elongation thus produced, the obstructing one, while 
the bi-parietal and suboccipitobregmatic diameters have actually 
passed the brim. Lastly, where external pelvimetry suggests flat 
pelvis, outlet palpation frequently confirms it by finding the 
bi-ischial distance unusually wide. We suggest that while outlet 
narrowing is not common at the Rotunda, the measurements should 
be taken as a routine to be used in case of necessity. 

In past years we used to base our treatment on the results of 
measurements of the brim with the Skutsch Pelvimeter; we still 
take the measurements of the anteroposterior and transverse dia- 
meters, and we have found them of distinct service, not so much in 
forming any prognosis as to the eventual outcome of a case, but 
in forming an idea as to the probable margin of safety on the side 
of proportions in carrying out a trial labour, and we regard a true 
conjugate of 11 centimetres with a transverse of 13 centimetres as 
normal. If the true conjugate is reduced, the gravity of its 
reduction is increased in proportion to any diminution of the 
transverse, whereas if the transverse be relatively normal the 
successful outcome of flat mechanism may always be hoped for, 
save in cases of major contraction of the true conjugate. 

Efforts are now being made to perfect X-raypelvimetry, and 
the results which McDonogh has achieved at the Rotunda are 
somewhat convincing, and may eventually do away with the 
necessity for using the Skutsch instrument, a procedure which we 
prefer to perform before the membranes rupture for fear of infection. 

The next feature in diagnosis consists in an attempt to ascertain 
how the head in a given case of disproportion enters the pelvis, and 
this may be done by the external method suggested by us, or by 
the combined intern-external method of Muller-Munro-Kerr. These 
two methods are of unquestioned value, and may give a clue as to 
whether induction of labour will be necessary, and the optimum 
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time for its performance. Our own modification of the Muller 
method we have found to be a distinct advance; it is illustrated here. 

A little explanation is required of our views regarding the 
Muller-Kerr manceuvre. If a perfectly normal case is chosen for 
examination, i.e. one in which no disproportion exists, and under 
anzesthesia, the head is pushed down by the external hand against 
two fingers of the other in the vagina, the sensation obtained is as 
though nothing but a resilient elastic sheet, namely the cervical 
tissues, separates the uterine contents from the vaginal introitus : 
such is in fact the case, but if the case is one in which disproportion 
exists, then this sensation of elastic resiliency is almost immediately 
replaced by a hard bony resistance, and any further descent of the 
head ceases. The presence and degree of overriding is next 
examined, more particularly in front. If the prominence of the head 
is flush with the top posterior edge of the pubis, the prognosis is 
good ; if the head lies flush with the anterior face of the pubis then 
delivery can only be at the expense of moulding, and if the head 
overhangs the pubis in front, disproportion is almost certainly 
absolute. In carrying out this manoeuvre the fact must never be 
forgotten that the operator is trying the relative proportion not of 
head to pelvis but of head and cervical tissues to pelvis: he must 
therefore conjecture from a wide experience how the scene will 
change when the pelvis is emptied of cervix and bladder by 
nature’s own. efforts during labour. If the foetal skull bared of 
cervix is disproportionate to the pelvis, then while covered by 
cervix before labour, it may appear so grossly disproportionate as 
to point to elective section at term. 

In performing the manoeuvre, the presence of non-flexion of the 
head, and occipito-posterior presentations should be borne in mind 
as giving rise to a false sense of disparity. 

On the vaginal side, the level to which the head descends should 
be noted—this in relation to the ischial spines, and the promontory, 
and care should be taken to determine that any descent below the 
latter is not merely due to revolving of the head when an attempt 
is made to push it down. 


Attention is next turned to the pelvis itself, and here we must 
consider how much of the pelvis can actually be palpated in a 
normal case. If the palpation be carried out on a dried pelvis such 
as is used for teaching purposes, and in which the measurements 
are relatively normal, it will readily be seen that only the posterior 
aspect of the pubis, the anterior one-third of the ileo-pectineal lines, 
and the lower three pieces of the sacrum can be reached when two 
fingers are introduced as far as the knuckle of the index finger; 
the rest of the bony walls are inaccessible, and the promontory is 
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a full one and a half to two inches away from the tip of the middle 
finger. Thus we can say that if the brim is palpable in its entirety 
as far back as the sacral alae, if the promontory can be reached, 
we are assuredly dealing with a contracted pelvis of marked degree, 
and lesser degrees can be estimated accordingly. The inclination 
and height of the pubis, and the size of the sub-pubic angle are 
worth noting as are also the presence of rachitic ridges on the 
back of the symphysis pubis. The sub-pubic angle is of especial 
importance for when it is narrowed, the head must descend to a 
lower level before extension can take place. In cases of funnel 
pelvis, the curve of the sacrum from a point just below the promon- 
tory is markedly flattened out; this gives the bone the feeling 
associated with that of acute anteflexion of the uterus, and it results 
in materially diminishing the normal plane of greatest pelvic 
expansion. 

If the patient has been seen antenatally, a decision will have 
been made as to the most appropriate treatment, viz.—induction, 
trial labour at term, or Czesarean section: with regard to the first 
possibility, that of induction, we have already stated that all one 
can do after full examination is to conjecture what will happen, 
and one cannot guarantee always that when induced the case will 
end with pelvic delivery. In our 294 cases there were 52 inductions 
performed ; of these, 28 came under the heading of ‘‘small measure- 
ments,’’ and 26 under normal measurements. Delivery was effected 
as follows :— Spontaneous 36, forceps 8, lower segment section 5, 
version and extraction 1, spontaneous after cephalic version 1, 
spontaneous after rotation of occipito-posterior 1. 


These findings point to the efficacy of induction as an arm in our 
treatment ; probably a large majority of the spontaneous births at any 
rate would have required Czesarean section had they been allowed 
to proceed to term. We are more than convinced that one of the 
most important features in diagnosis, and one which requires more 
practice than anything else is the knowledge as to when a given 
head will fit into a given pelvis, since the vast majority must be 
surrounded with a shroud of uncertainty until labour has removed 
the shroud, namely, the cervical tissues, and then measured the 
pelvis with the head. We do not acknowledge the necessity for 
Czesarean section after induction as a failure in obstetrics—the lower 
uterine segment section is safe after.an aseptic induction, and we 
have done it, we do, and we shall continue to induce in the doubtful 
case. 

We pass next to a consideration of the vast majority of cases, 
namely, those which are given a trial labour, and which are part 
subject matter of our paper. 
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Trial labour, its observation and termination. 

We select as an example one of the many cases which present 
themselves with a high unfixed presenting part, if this happens to 
be a breech presentation, in our experience a comparatively rare 
association with disproportion, we endeavour to perform external 
version, if necessary with the aid of an anzsthetic, so that we 
may argue from the first as though we were dealing with a head 
presentation primarily. 

The first thing which becomes noticeable with the transition 
from the quiescent to the active uterine state is a marked change 
in the sensation obtained by Pawlik’s grip. It should here be stated 
with emphasis that in order to obtain the fullest information from 
this, the most valuable of all palpatory methods, the right hand 
of the examiner should be opened to its fullest span; it should then 
be laid on the abdomen so that the abdominal wall impinges against 
the web of the hand before any attempt is made to approximate 
the fingers in feeling the head, in this way alone can the greatest 
supra-pelvic diameter of the head be grasped, and the degree of 
flexion be determined. The examiner should be seated. 


In a normal case we recognize this change by fixation of the 
head, or if already fixed, by slight descent, this latter is coincident 
with the slight increase of flexion in an already flexed head, and with 
the closer application of the as yet undeveloped lower uterine seg- 
ment to the head, through both of which factors, the head with its 
cervical cap is enabled to descend to the point of engagement. Now 
in the disproportionate case precisely the same happens, with the 
result that a head which but a short time previous seemed too big 
on account of its unflexed condition, becomes to palpation obviously 
smaller as its flexion is increased, or metaphorically, as the egg- 
shaped head is fitted to the egg cup. In this manner as the head 
descends against the brim, our former ideas as to the degree of 
disproportion begin to need revision, and the bag of waters, and 
the uterine contractions come markedly under our notice. 

At this early stage in the trial, a certain group of cases will 
end their trial and go to Cesarean section, i.e. those for whom 
elective Caesarean section had been chosen, and some others who 
on account of relative instability at the brim develop brow, anterior 
fontanelle, or other abnormal presentation, or in cases in which the 
head deflects out into one or other iliac fossa, 


Provided the presentation and contractions remain normal 
nothing is done save to give the patient ease by the administration 
of morphine gr.4, h.s. 


During the first stage, as indeed all through the trial, the pro- 
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gress is watched by abdominal palpation, and rectal examination. 
The place of vaginal examination will be dealt with later. 


Rectal examination is such an important part of our diagnostic 
armamentarium, that we briefly give its technique. 

The patient is placed in the left lateral position, while the doctor 
stands with his back to the head; the gloved finger lubricated with 
vaseline (soap should never be used on account of its irritant 
properties) is passed into the anus as far as the bend where rectum 
and anal canal join. In place of passing the finger on up the 
bowel, the anterior rectal wall is slowly and gently indented in 
the direction of the pubis, and only when it has reached a point 
as far forward as possible, is it placed against the resistant mass 
whose nature we have to determine. The finger is then very 
slowly drawn in a directly posterior direction, all the time in contact 
with the mass, when, if the os is one or two fingers dilated, first 
its anterior, and then its posterior lip will be felt; when dilatations 
greater than this exist, less and less of the circumference of the os 
will be felt, until when three-quarters dilated, only a tiny piece can 
be felt anteriorly between the head and the pubis. 

By this it would appear as though the posterior lip was drawn 
up in advance of the anterior lip, but such is a fallacy, and due to 
the plane of the os being parallel to that of the brim, i.e, about 
60 degrees to the horizontal. 

When the case is proceeding normally the os will be difficult 
to feel, so thinned out does it become, and when encountered might 
be mistaken for a suture ; if however it be the cervix, it can be pushed 
away or indented a little and returns to the finger with an elastic 
recoil. If the degree of disproportion is great, the bag of waters 
will bulge unduly into the vagina, and the real import of this may 
not be fully appreciated until after the membranes have ruptured, 
when the loose application of the cervix to the head will be apparent ; 
this becomes increasingly so as time passes as the result of oedema 
from pressure. Our rectal findings must be compared from now on 
with the evidences available of the amount of work the uterus is 
doing, and the degree of success attained, and these facts in many 
cases are demonstrable by sight alone or by sight and touch. 

We have seen that in the antenatal examination of a normal 
case by the Muller-Kerr method, nothing but a resilient sheet of 
cervical tissue separates the ovum from the vaginal introitus: 
labour removes this sheet in much the same way as a jersey can 
be lifted over a child’s head, and in doing so renders the genital 
tract a single sleeve-like passage, utero-vaginal in place of the 
two cavities uterus and vagina as they exist before labour. In the 
disproportionate case, it is the ability to remove the cervix, and 
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with it the bladder, which determines in the vast majority of cases 
the outcome—if it succeeds the case becomes almost certainly 
deliverable through the pelvis, and not uncommonly and un- 
expectedly ends with spontaneous birth of the infant. In our series 
56.2 per cent ended in this way. Some will require delivery with 
the forceps, and a very few pubiotomy followed by the forceps. 
If failure to remove the cervix occurs, then Czesarean section is 
the only safe way out, or if the foetus is dead, perforation always 
provided that the true conjugate is not less than 5.5 centimetres. 

In its work of dilating and removing the cervical tissues, the 
uterus is greatly assisted by the bag of waters, for not only does the 
latter serve as a hydrostatic dilator, but with each contraction it 
interposes a thin film of liquor amnii between the head and the 
cervical tissues, thereby aiding by lubrication their removal from 
the pelvis. 

If the membranes rupture early, the case becomes delayed in 
proportion to the degree that the cervix, deprived of its water 
cushion is nipped between the brim and the head, the stage to 
which it had been removed when nipping occurred, and the oedema 
occasioned by delay, while in the meantime labour may proceed, 
even to the formation of a Bandl’s ring. 

In considering the uterine contractions, our main trouble is 
uterine inertia, and it is frequently a matter of difficulty to deter- 
mine whether this is due directly to inefficiency, i.e. a primary 
condition, or to the degree of disproportion (secondary inertia), 
when its nature is probably protective. 

At this point, i.e. when the membranes have ruptured and when 
abdominal and rectal examination have given us all the information 
possible, the first and probably the only vaginal examination 
should be made, but under anesthesia, and with the aid of the 
Miiller-Kerr procedure, which will settle any doubts remaining 
as to the presence of disproportion. We wish to stress this point— 
the necessity for avoiding vaginal examinations. The greater part 
of the diagnosis should be made as already described. 

The foetal dangers are increased with early rupture of the 
membranes, since, once the waters have gone, the foetus must with- 
stand the direct squeezing action of the uterus, both on its body 
and on its oxygen supply from the placental site. The foetal heart 
rate must be carefully observed during a trial. While we take the 
normal rate to be between 120 and 160, we have noted many 
variations in our cases of disproportion. A sudden drop to 80 
or a rise to 180 is not serious when other signs of danger are 
absent, but when these are present, lowered or raised rates spell 
danger. 
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The contractions are frequently normal to begin with, inertia 
supervening, or they may be characterized by inertia from the 
start, while, particularly in a multipara, a normal first stage may 
be marked by shorter and shorter intervals between the pains, which 
finally produce so complete a state of retraction in the fundal and 
body regions, and such tension in the lower uterine segment, that 
in the intervals between contractions, little or no relaxation may 
occur, and the uterus take on a pseudo-tonic state. | 


In conjunction with the observed strength of the pains, the 
amount of work the uterus performs can be gauged from palpation 
of the retraction level. This level or ring was formerly referred 
to as Bandl’s ring, and was considered as synonymous with 
threatened rupture; it was an indication of excessive uterine action, 
which became obvious to the naked eye as a transverse ridge, at, or 
about the umbilical level. The condition, however, is observable 
by both inspection and palpation long before the stage of threatened 
rupture has set in, and in a normal case, its height measured in 
fingers’ breadths above the pubis gives a relatively accurate idea of 
the size of the os, since in a normal case, formation of the lower 
uterine segment and dilatation go on pari passu, they being both 
part of the process of cervix removal. If the retraction level, by its 
height, indicates full dilatation of the os, but on making a rectal 
examination as control, only slight dilatation is found to have 
occurred, and this in association with poor application of the cervical 
cap to the head, coupled with oedema from pressure, we are justified 
in suspecting obstruction, and may be enabled to verify its presence 
before trauma, rise of pulse rate and temperature, and poor quality 
foetal heart manifest the true state of affairs, and the patient has 
become a relatively poor operative risk. The retraction level is 
really an indication of the tension on the lower uterine segment ; 
its estimation requires some practice, a knowledge as to the method 
of its formation, and an empty bladder; its main value lies not in 
telling the dilatation of the os, but in giving the practitioner 
information as to the amount of labour a given case has had when 
he is called in to attend to her: the size of the cervix can be 
estimated from it in about 50 per cent of cases. 

If, while making a rectal examination, the finger is maintained 
quiescent in the bowel, and resting on the head, the presence or 
absence of descent with the succeeding pain will give valuable 
information as to the presence of obstruction, for if such exist, the 
uterine contraction will appear to be absolutely paralytic so far as 
causing descent of the head is concerned. 

If the cervix is fully removed, the same manoeuvre gives an 
excellent idea of the tightness with which the head is grasped 
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by the brim ; if this degree be such as can be overcome by moulding, 
then in the presence of normal uterine action, the head will descend 
with each pain, and moulding will occur in proportion to the 
resiliency of the skull. An effort should be made in the preliminary 
Miller examination to estimate this amount of resilience or density 
of the skull and much can be learnt then—an absolutely true know- 
ledge on these points can only be gained at this stage in the trial 
labour. If on making a rectal examination, moulding is already 
so marked as to indicate a degree of danger to the foetus, it will 
often be recognizable through the rectal wall, and the following 
pain will frequently proclaim the fact of obstruction, by finding 
the head jammed, and coincidently the passage of a catheter may 
have become difficult, the instrument giving the sensation when 
passing that it is caught between the head and the pubis. With 
regard to moulding—a head in which there is much caput and 
little or no moulding indicates some labour but no stress: where 
there is marked moulding in addition to the formation of a caput 
then the foetal heart must be observed carefully, the baby is in 
danger, the uterus must be coming to the stage when it has done 
its utmost work. 

With regard to multiparous patients, two observations are 
especially worthy of mention. We have stated that in these cases 
the previous history may be of paramount value in giving us a clue. 
as to what we may expect in the confinement we are called upon to 
deal with, and such is no doubt true, but its value is to some extent 
masked by two possibilities. The first of these isa tendency 
possessed by some multiparze to overcarry in successive pregnancies, 
with a typical sequence of two or more normal deliveries, followed 
by one which is terminated with difficulty by the forceps or 
by version, and we are apt to be deluded by their earlier 
performances from recognizing the presence of actual obstruction 
when it arises, on the plea that they delivered themselves spon- 
taneously before. It is therefore well worth stating that if, 
after full removal of the cervix and rupture of the membranes, the 
head is not recognizable as resting on the pelvic floor by palpation 
between the coccyx and anus in the presence of good uterine 
contractions, and within two hours of full taking up of the cervix, 
the cause should be sought for under (1) history pointing to over- 
carrying; (2) verification of the presentation; (3). elimination of 
obstruction by ‘the methods already described, and if none of the 
above factors be found as causal, then (4) inco-ordinate uterine 
action, or contraction ring should be excluded. In many cases 
the presence of this last condition hitherto regarded in the nature 
of a rarity, can be confidently suspected on clinical findings, proof, 
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however, can only be obtained by actual manual palpation of the 
ring. We shall deal with its recognition shortly. 

The next point with which we want to deal is in connexion 
with the conditions which must be fulfilled for the performance 
of pubiotomy. The operation has been performed in the past for 
varying conditions and at various times during labour, and we 
feel that failure to recognize the diagnostic features about to be 
enumerated, has led to the levelling of much disrepute a 
what is occasionally a life saving procedure for the infant. 


gainst 

Every treatise on the subject points out that by the operation 
of pubiotomy all the diameters of the pelvis are increased; that 
this is altogether impossible must occur to anyone who looks at 
the brim of a dried pelvis, when it will at once be seen that by 
dividing the pubis, and separating the edges of the bone, a very 
definite increase in the transverse at the brim and also at the outlet 
is obtained, but that since the length of the true conjugate is 
dependent on the length and curvature of the ileo-pectineal lines 
which is a fixed quantity, division of the pubis cannot increase the 
true conjugate, unless the division of the bones be ‘rendered 
excessive i.e. a gap of three inches, which gave in an operation we 
performed on a cadaver an increase of a quarter of an inch in the 
true conjugate. In other words, to obtain increase of the true 
conjugate by pubiotomy a highly dangerous degree of separation 
of the bone is necessary, and in the live subject is doubtfully 
attainable, the apparent increase obtained by observers in the past 
being due to the extrusion of the fatty contents of the space of 
Retzius together with the bladder through the rent in the bone. 
Herein lies a warning never to perform pubiotomy with a view 
to immediate delivery until all the conditions for delivery with the 
forceps have been absolutely fulfilled, or until the pelvis has been 
emptied by nature of all the soft tissues. In it we also find an 
explanation of the failures and tragedies associated with this opera- 
tion in the past, save in those cases in which, in the absence of all 
the conditions for the application of forceps, the patient was 
allowed to deliver herself. 

Pubiotomy unquestionably still has a place in obstetric practice 
which is very narrow but can be perfect, and which may be defined 
as the ability to allow the forceps applied to a hyperflexed foetal skull 
with its sagittal diameter lying in the transverse of the outlet to 
pass the outlet without producing excessive trauma to the soft 
tissues flanking the vaginal introitus on either side, when in 
addition, as the result of hyperflexion, moulding and caput forma- 
tion, the occipito-frontal diameter of the foetal skull has become 
the obstructing one. In all such cases the Miiller-Kerr procedure 
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performed initially will display the whole of the forehead still 
above the brim, transverse widening is therefore all that is needed 
to bring about success, since the bi-parietal diameter has already 
passed the true conjugate, and no increase in the true conjugate 
is therefore necessary. A lower segment section can be done in 
those cases where pubiotomy is indicated. 

In estimating the suitability of the forceps as a method of com- 
pleting pelvic delivery, we cannot too strongly proclaim that in all 
cases in which in the presence of indications for delivery, the pelvic 
floor is not showing obvious distension with each pain, a final 
Miiller-Kerr examination should be made, and will often reveal 
that there is more of the head above the brim than was thought 
possible before an anzesthetic had been administered, i.e. an amount 
which had been masked by the tension on the highly stretched 
lower uterine segment. Delivery by the forceps in such cases, can 
seldom benefit the infant—it is fraught with grave danger to the 
mother, not perhaps an immediate danger but the insidious one 
of puerperal sepsis from infective organisms settling in traumatized 
tissue. There is but one position in which the head is genuinely 
suitable for forceps delivery, namely, on and distending the pelvic 
fioor, every head comes to lie in this position once it has passed 
the brim, all other cases are high in the sense that the greatest 
diameter has still to pass, and the degree of height can only be 
estimated by a final Miiller-Kerr examination. In this way alone 
can practitioners be warned that by the application of the forceps 
above the brim, they are doing an operation far more dangerous 
than Czesarean section in the lower uterine segment. It is these 
very cases which every day require recognition if the number of 
failed forceps cases, and the present rate of maternal invalidism is 
to be appreciably reduced. The point must be emphasized that 
a portion of caput may show at the introitus even when the largest 
diameter of the head has not passed the brim. 


It is not intended to produce a medley of figures now, they 
are only of value when slowly digested and meditated, but we are 
forced to the conclusion that much of the confusion and difficulty 
which surrounds the matter of disproportion in obstetrics arises 
from a very natural tendency possessed by every one of us to be 
biased in our judgment by the unfortunate nomenclature of the 
condition under review. In reality we are dealing with a number 
of different conditions all of them causing dystocia, all of them 
perhaps endangering at some time the mother or her infant, all of 
them demanding skilled observation, and above all accurate diag- 
nosis. We venture to say that unless the cause of non-delivery has 
been settled we are not justified in acting. 
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Far too little attention is being paid to the element of diagnosis 
in the present day. It is easy to say such and such a head will or 
will not go through, nobody is actually capable of definitely pre- 
dicting the issue until the head has gone through or until a hold-up 
arises. We feel that if advance is to be made, all cases requiring 
operative delivery should be given the benefit of a diagnosis using 
the broad term ‘‘dystocia,’’ and stating afterwards the cause of 
the dystocia. 

In the opening paragraph of this paper it has been stated that 
there were 294 cases which in this investigation might be classified 
under contracted pelvis or disproportion. Reference to the foetal 
weights at delivery shows that in cases presenting approximately 
normal measurements, the average weight per infant was 7.7 pounds 
and in the cases in which measurements were small, the average 
weight was 7.2 pounds. Comparison between the operative delivery 
rates in the two groups can yield very little of value for in the cases 
presenting normal measurements, the whole year’s delivery rate Las 
to be considered, and these particular cases happened to show 
evidence of disproportion in labour, there must naturally be there- 
fore a far higher percentage of normal deliveries among the sum 
total of all patients with normal measurements than in the case of 
those presenting small measurements, all of which came within the 
scope of this paper. On the other hand there were 63 cases in which 
the promontory and brim were accessible on vaginal examination 
under anesthesia ; of these 35 required Czesarean section, 19 ended 
spontaneously, but 10 of these were induced, two were completed 
by delivery with the forceps where the head was low down, and 
three required assistance to bring the head past the brim, 
two were perforated, in one of these the cord was _ prolapsed, 
one was delivered as a breech and one was treated by 
version for mal-alignment. We think that these results show 
more clearly than any words the value of pelvic palpation betore 
labour in determining the presence of contracted pelvis, and if 
such patients require operative delivery they should in all clinics 
be given the scientific benefit of a correct diagnosis, namely, 
dystocia with afterwards the cause, namely, contracted pelvis. 

And what of the remaining cases in which the promontory is 
not felt? Here the trouble may be excessive size of the foetus, 
if so, it should be noted as such. We hope to investigate in the 
near future the comparative weights of newborn babies and 
their mothers at term in order to determine whether there is any 
relationship between the two. 

When actual contraction of the pelvis, and foetal size have 
been considered, there yet remains for consideration nature’s 
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preparation of the utero-vaginal sleeve during the first stage of 
labour for the passage of the foetus. We have already stated that 
in all cases in which the bare head is disproportionate to the 
pelvis, the palpatory findings will point to elective Section either 
at term or with the onset of labour, and that all other cases must 
remain in doubt as regards the éventual issue until this utero- 
vaginal sleeve has been completed. It is our conviction that two 
factors may exist either of which may prevent the fulfilment of this 
necessary condition. (1) Disproportion at the onset of labour 
between the head, cervix, and pelvis with consequent nipping of 
the cervix and the eventual development of obstruction. Into this 
category fall the vast majority of those cases which eventually have 
to be delivered by Czesarean section, and nobody can say what the 
outcome might have been had completion of the birth canal been 
effected. These cases should in any future investigation be classi- 
tied as dystocia due to compression of the cervix. The symptoms 
and signs of the condition are worth summarizing, they are :— 


1. Early rupture of the membranes, followed after a longer 
or shorter period by 


2. General tenseness of the uterus, more particularly of the 
lower segment, through which it becomes impossible to palpate 


accurately the foetal head. 

3. A retraction level indicative of a normal amount of work 
having been done without delivery. 

4. A cervical dilatation small out of all proportion to -the 
amount of work done, and associated with varying degrees of mal- 
application of the cervix to the head and thickening of the lips of 
nigh os from increasing oedema. 

. Undue prominence of the bladder with failing ability to 
empty it. We say undue prominence because the rate of filling 
does not seem to be quickened, instead its elevation into the 
abdomen by the increasing height of the retraction level renders 
it the more prominent, and the inability to void the urine is pro- 
portionate to the stretching of the urethra and its compression 
against the pubes by the foetal head, this latter may be followed by 

6. Difficulty in passing a catheter, and increase in albuminuria 
if such was present at the start of labour, or the presence of albu- 
minuria in a patient previously free of albuminuria, due to bladder 
trauma. 

7. “Caput and Moulding.’’ With regard to these we can say 
that whilst the head is definitely above the brim, and sufficient 
area of the head has been denuded of cervix, say half dilatation, 
a caput will form over the denuded area, but moulding remains 
in abeyance. 


» 
/ 
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Moulding only occurs as the head enters the brim, the pressure 
is first taken up by the soft tissues but when they have reached 
the limit of stretch, the head begins to experience bony pressure and 
moulding sets in; its degree however, will be an index of the com- 
pression to which the interposed soft tissues are being subjected. 
Let it be understood that by the term ‘‘moulding,’’ overlapping 
of the bones of the cranial vault is meant, and that in excess of 
the slack along the suture lines which is normally present save 
in markedly ossified skulls. ‘‘Shaping’’ or adaptation with actual 
site of caput formation is solely the result of contact with the soft 
tissues lining the birth canal, and has been observed even in breech 
deliveries on the aftercoming head which occasionally shows flatten- 
ing from prolonged contact of the vertex with the fundus. In head 
presentations it is initiated by the glove-like application of the cervix 
to the head during the uplifting of the cervix, and is completed or 
suitably altered by contact with the pelvic floor, and at a stage 
when all the bony obstacles have been overcome, 

8. Finally cessation of descent or better, immobility of the head 
as ascertained by rectal examination during a pain, with confirma- 
tion by an examination (Miiller-Kerr) under anzesthetic. 

Another factor which interferes with the completion of 
the birth-canal we term inco-ordinate uterine action, and into this 
group there must often wrongly fall many cases classified as 
disproportion with normal or excessively large pelvic measurements, 
in which, moreover, no internal palpatory method or mensuration 
can detect faultiness in the size of the pelvic cavity, and which yet 
require Czesarean section or operative delivery. “The type forms a 
fitting contrast to the above in which obstruction arises, and we feel 
that often these cases are styled disproportion when dystocia due to 
incoordinate uterine action would express their true nature ; that such 
is necessary is evidenced by the high foetal mortality and maternal 
morbidity attending this condition, and by calling these cases 
disproportionate in its literal sense is to attach an entirely faulty 
meaning to either statistical reports or investigations into the 
subject of the latter’s incidence. 

Since the differential diagnosis presents many points of difficulty 
we propose to give a very brief outline of our ideas as to inco- 
ordinate uterine action. 

We wish to state with emphasis at the start that we do not 
include under this head the condition of true uterine inertia, which 
presents all the phenomena of normal labour, except that the process 
is long drawn out, its presence, moreover, in a case in which the head 
and cervix are too big for the pelvis may be actually beneficial to 
the eventual outcome, in that the bag of waters where it impinges 
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on the margins of the external os is not thereby subjected to such 
sudden and excessive pressure, and the process of taking up of 
the cervix may proceed unhampered to full completion; turther, 
such cases present one of the great essentials of normal uterine 
action, namely, a presenting part which, though high to begin 
with, readily adapts itself to the lower segment and to the cervix 
as more room is allotted to it, presenting at all times a smooth 
even surface over which the cervix readily glides and to which it 
remains evenly applied. A retraction level is always presen, 
Such cases are, in our experience, rare. 

Under the term“‘inco-ordinate uterine action we refer to three 
conditions, one or all of which may successively be present in a 
given case. 

They are in order.—(1) False labour. (2) Spasm of the uterus. 
(3) Contraction ring. 

The first of these conditions, so often noted in primigravide 
as a precursor to normal labour and frequently causative of more 
distress than true labour, we do not intend to deal with any further. 
The second condition, spasm of the uterus, is a particularly dis- 
tressing one, and though noted from time to time in all classes 
of patients, it seems to have a singular predilection for elderly 
primiparz, and robs some 10 to 15 per cent of them of their much 
longed-for offspring. It is ushered in not uncommonly by the 
long drawn-out warnings of so-called’’ friends as to the dangers 
associated with pregnancy and labour in the late thirties, and its 
onset is evidenced by two constant signs. 

(a) Increased abdominal discomfort presenting exacerbations 
yet never totally absent. 

(b) After a longer or shorter period rupture of the membranes 
occurs with the passage of meconium. If only the taking up of 
the cervix went on evenly with the uterine contractions delivery 
would follow in the natural course, but with this spasm of the 
entire uterus over a protracted period the small area of the mem- 
branes directly over the external os ruptures from a process of 
attrition. 


The passage of meconium is probably due to rise in the CO, 
content of the foetal blood which we attribute to one or possibly 
two causes. Firstly, that the uterine contraction never relaxes 
completely and its effect is eventually expressed by a piling 
up of an oxygen debt on the maternal and later on the foetal side 
of the placental circulation. Secondly, there is the possible though 
unprovable presence of fibrillary contraction of the individual 
uterine muscle bundles, the close intermingling of the fibres 
rendering it somewhat similar in arrangement to the cardiac 
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network. Such a factor at work over the placental site could 
well be understood to interfere with the circulation through the 
placental sinuses. As time elapses the liquor amnii drains more 
and more completely away, the passage of meconium becomes 
more profuse, and the foetal heart more difficult to hear until the 
outcome is decided by. a tardy Ceesarean section, by forceps through 
a fully dilated but incompletely taken up cervix or by a perforation, 
Such cases we feel sure are not uncommonly labelled ‘‘Inertia and 
Disproportion,’’ a diagnosis never having been made at all. 

Disproportion can always be early ruled out, if doubt exists, by 
examination under anesthesia. The diagnosis: of rigid cervix is 
sometimes made when the real cause of delay is some interference 
with normal physiological uterine action. Rigid cervix may follow 
early rupture of the membranes. Scarring or other pathological 
defect may be causal factors although we have seen normal labour 
follow an extremely ill-performed trachelorrhaphy. 

The signs and symptoms of spasm of the uterus we have given; 
one only remains, namely, the complete absence of a retraction 
level, since retraction in such cases is almost entirely absent. 

The third condition, termed ‘‘Contraction Ring’’ is one 
encompassed by many theories of varying ingenuity, but as yet 
imperfectly understood. In attempting to give an idea as to the 
nature of contraction ring we must refer to the conditions prevailing 
in a normal case immediately preceding the full taking up of the 
cervix, and also to those present at the commencement of the 
second stage or expulsive period. 

Immediately prior to the full taking up of the cervix, a definite 
lower uterine segment has been formed, its lower limit is the 
external os and its upper the retraction level, it is under continuous 
tension, which is only relieved by the final over-coming of the 
fibrous tissue of the cervix, and the cervix then flies up 
above the head much as a blind does when the cord is pulled, 
the head simultaneously passes on to the pelvic floor, the true 
dilatation of which it has next to bring about. Now following 
this partial emptying of the uterus a certain period. of time 
is necessary during which the uterine cavity may diminish 
accurately to the size of its diminished contents, and in which the 
muscle may recover its tone, each fibre becoming shorter than 
before, and the uterine wall as a whole, thicker. When this 
accommodation or taking up of slack has occurred, contractions 
of the uterus again set in accompanied by retraction which takes 
up now the vaginal fornices just as before it took up the cervix. 
A retraction level again forms its upper limit being a point just 
above the paralytic external os. The vagina is thus rendered 
taut, and the vaginal fornix has as its surface marking, a point 
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one or two fingers breadth above the pubes, and the uterus has 
became an entirely abdominal organ. 

There are many cases in which this period of accommodation 
between first and second stages is unduly long i.e. four or more 
hours, and some of these will be due to uterine ‘‘failure’’ after a 
normal or rather prolonged first stage, some are, however, cases of 
contraction ring, for in them the retraction level does not fall with 
the passage of the head from the uterus, to rise again during the 
second stage, it falls to remain, and with the passing of successive 
hours it closes as a ring around the foetal neck and shoulders, the 
uterus, as it were, actively retaining the foetus instead of expelling 
it. The majority of such cases present the following syndrome :— 


1. Found most commonly in primipare, it may yet occur in 
multiparee. 

2. It usually follows a period of normal labour which advanced 
to the completion of the first stage. 

3. Instead of the onset of normal second stage pains, a long 
period of several hours elapses without any ‘‘evidence’’ of contrac- 
tions and, 

4. Total absence of fresh formation of a retraction level. 

5. The uterus appears flaccid, not tense to palpation, and this 
is borne out by finding this flaccidity from within in the occasional 
performance of internal version as a treatment when once the hand 
has been pushed above the ring. 

6. The head is through the cervix, and save in cases of mal- 
presentation, through the brim, yet not distending the pelvic floor, 
its lowest point being below the ischial spines. 

7. There is no bony disproportion, the head lying free in the 
pelvic cavity, where the full flexion which was present during the 
taking up of the cervix may relax slightly, so that by the Miiller- 
Kerr procedure no forehead is felt above the brim. 

8. The actual presentation in terms of the lowest part of the 
head is the true vertex. 


g. The association of occipito-posterior is common. 

10. There is slight descent of the head with each contraction but 
it immediately recedes afterwards. 

11. The foetal heart and its rate is good, since the uterus above 
the ring is flaccid. 

12. The maternal condition is not suggestive of anything 
unusual, the pulse and temperature being relatively normal. 


13. There is thus no apparent indication for delivery. 
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All such cases eventually reach the stage when one feels that 
their interests would be best served by delivery. They are accord- 
indly anesthetized, forceps are applied and delivery follows, but 
with more than usual difficulty owing to the relatively strong 
traction necessary to dilate the ring with the shoulders, and to the 
relatively rapid and unphysiological dilatation of the pelvic floor 
by traction exercised with the forceps. Thus the case may be 
readily classed as one of disproportion no diagnosis having been 
made, or at best inertia of the late secondary type with dispropor- 
tion. To suggest contraction ring as a correct diagnosis may 
seem to some to be impossible since the presence of this compara- 
tively common condition is observed only as a rarity in the 
following type of case. 

Primarily the symptoms and signs are as we have already 
indicated with superadded the administration of pituitrin, too early 
attempts at operative delivery or a mal-presentation : with any or 
all of these factors added the inco-ordinate action of the uterus 
becomes manifest. The ring tightens, and symptoms of maternal 
distress arise, i.e. rapidity of the pulse up to 140-160, coupled with 
anxiety of expression and tenseness of the uterus, particularly just 
above the pubes, where, if the condition is allowed to proceed, 
rupture may occur. In the case of the foetus, slowing, irregularity 
and finally stoppage of the foetal heart are noted as the foetus 
undergoes strangulation. 

The same treatment as indicated above, namely, delivery with 
the forceps and with steady traction under deep anesthesia will 
sometimes succeed, but failure to deliver eventually leads to further 
investigation with the passage of the hand above the head, when 
the presence of a contraction ring may be diagnosed for the first 
time. Such is also the case in those patients who have an asso- 
ciated mal-presentation, the manual correction of which leads to 
the diagnosis being made. 

Where oxytocics have been given in ignorance of the true 
condition prevailing, the case will be best dealt with by the 
administration of a full dose of morphine with atropin gr.1-100 
after which the case is left alone for a period not exceeding one 
hour, when delivery may be completed with the forceps. If mal- 
presentation is present Caesarean section is the operation of choice 
since at this stage no manual correction of the presentation, i.e. face 
or brow presentation will be feasible owing to the shaping or 
adaptation which the head has undergone, to the stretching over a 
prolonged period to which the neck muscles will have been subjected 
and to the fact that once corrected the powerful retaining influence of 
second stage pains is absent. In a few such cases version with 
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previous manual dilatation of the ring will be possible, but we 
believe that it is fraught with the danger of rupture which the 
operator can only hope will remain as silent as it may be at the 
time of its occurrence. 


To understand fully the nature of the contraction ring one ques- 
tion remains to be answered, namely, what would happen supposing 
a patient who develops the condition were left alone without inter- 
ference, and nature were allowed to proceed. An actual case of this 
sort was seen in the Rotunda Hospital some three years ago. The 
patient was admitted with the presenting part, a prolapsed arm, 
protruding from the vagina for a period of three weeks; the foetus 
was in a state of putrefaction, and when attempts were made to 
deliver, the presence of a contraction ring was found, but so tight 
that it could not be stretched, and a piecemeal removal of the foetus 
was effected; the ring had in other words become permanent with 
the onset of uterine involution, and its position coincided roughly 
with the anatomical internal os. 

The nature of a contraction ring then is primarily an incoordinate 
uterine action setting in after the passage of the presenting part 
through the cervix, which actively retains the foetus in utero, 
as Holland has suggested; its association with contracted pelvis 
is altogether accidental, but difficulty in delivery may suggest 
a diagnosis of primary disproportion. The condition is, in 
our opinion, initiated by any abnormality in the presentation 
such as would render the surface over which the cervix is to be 
taken up uneven or of irregular shape, i.e. face and brow presenta- 
tion or occipito-posterior position. A contraction ring once 
formed is increased in tightness by oxytocics or forcible efforts at 
delivery. As an obstetric entity it is far commoner than any 
statistics would give one to believe, for the ring tends to loosen 
under full surgical anzsthesia, but when once present, if left 
entirely alone it marks the onset of involution in the uterus, its 
site being the neighbourhood of the internal os. 

Full details of all the cases from which this commuication has 
been evolved, will be found in the Disproportion Tables in the 
Rotunda Reports for 1926-7 and 1927-8. 


DISCUSSION. 


1. There were 294 cases that could be grouped as disproportion 
among 4,000 successive cases at the Rotunda Hospital over two 
years, giving a percentage disproportion rate of seven. 

2. Antenatal diagnosis is the ideal to aim at: thus the possible 
course of labour can be surmized in many cases, 


Dp 





314 Journal of Obstetrics and Gynecology 


3. External pelvimetry is of much service. 43.8 per cent of 
the cases with small measurements, in our series, required some 
form of operative interference. 

4. Internal pelvimetry by the Skutsch instrument is used: the 
measurements obtained are of distinct service in estimating the 
probable margin of safety on the side of proportions, in carrying 
out a trial labour. 

5. X-ray pelvimetry is useful, and should prove to be more so. 
It avoids internal manipulation and gives accurate results in a 
large percentage of cases. An X-ray film gives a fair idea of 
relation of head to pelvis. 

6. The head is the best pelvimeter. 

7. The modification of the Miiller method as suggested by us is 
extremely useful. 

8. The Munro Kerr-Miiller estimation must always be done. 

g. In carrying out this, the importance of the soft parts must 
be remembered. 

10. Induction of labour has an important place in our treatment. 

11. The knowledge when to induce or to leave alone, requires 
prolonged practice. 

12. Induction and’ trial labour may be carried out in borderline 
cases, with a view to the performance of the lower segment section 
operation with safety. 

13. Rectal examination should be used to watch the progress 
of labour: there is no need to overdo it. Usually one vaginal 
examination is sufficient. 

14. When uterine inertia occurs, great care must be exercised in 
diagnosing whether the condition is primary or secondary. 

15. The condition of the foetal heart must be observed : temporary 
accelerations or diminutions are not always ot great importance. 

16. Information of note can often be obtained by observing the 
height of the retraction level; this gives a relative idea of the 
size of the cervix, and of the amount of tension in the lower 
segment. 

17. As failure to deliver with the forceps has been common in 
some countries in the past, we give our points in diagnosis regarding 
pubiotomy, in the belief that the failures referred to have been due 
to faulty diagnosis. We believe that pubiotomy has a very small 
place in treatment. 

18. A final Munro Kerr-Miiller examination should be made 
under anesthesia in cases in which there are indications for delivery, 
but it is not absolutely certain without anzesthesia, that the head 
is through the brim, 
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1g. It is suggested that an investigation into the comparative 
weights of mothers and new-born babies might be made. 

20. The symptoms and signs of dystocia are given. 

21. The diagnosis of false labour, spasm of the uterus, and 
especially contraction ring, must be thought of when dealing with 
any case of disproportion. 

22. A group of symptoms found in cases of contraction ring is 
given, 


Summary [. 

Cases of dystocia in which the measurements were normal (26-29-20, 
approx.), i.e. cases which fell under the conditions already 
mentioned in the paper. 

In this group are 83 cases. Labour was induced 17 times, 12 
patients delivered themselves spontaneously, one developed a con- 
traction ring but was delivered successfully by version, the ring 
dilating with slow manual pressure under anzesthesia, this patient 
had had previous difficult forceps deliveries, she was of hugely 
stout build. One case of induction was terminated with the low 
forceps, and one case went to section when a trial had failed. Three 
of the patients were primigravide, the rest multipare, induction 
being carried out on account of previous history of dystocia. 

There were two cases delivered as low forceps merely to complete 
when nature had done all except the dilatation of the pelvic floor, 
one of the patients had a very extended trial before the conditions 
became fulfilled. 

Six cases required assistance in bringing the head past the brim; 
three were associated with strong traction in Walcher’s position, 
and one had a bony exostosis growing from the sacral concavity. 
Four cases were treated by pubiotomy, one of these had over- 
carried, and has since been delivered of a second live infant after 
induction of labour at 37 weeks. The history of the other patient 
is given: the primipara aged 27, admitted on July 20, 1927, with 
the membranes ruptured, and the head entering the brim, but not 
fixed, the position of the vertex being a right occipito anterio. For 
40 hours the patient had very little uterine action, but the os became 
in this time three-quarters dilated, and the head rotated to a right 
occipito posterior position, At 11.20 a.m. on 23 July, 1927, the 
cervix had been fully taken up and there was a large caput succeda- 
neum present, the head lying with the sagital sature in the trans- 
verse diameter of the pelvis, and in the mid-strait. The head filled 
the pelvic cavity so completely that spasm of the adductor group 
of muscles occurred with each contraction owing possibly to 
compression of the obturator nerve by the head. At 3 p.m. on 
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July 24, 1927 an attempt was made to deliver with the forceps but 
without result, and pubiotomy was done. The puerperium was 
uneventful. 

There were 31 Czesarean sections; of these, four were ‘“‘repeat 
operations.’’ One primigravida proceeded to the condition of 
retraction ring; her history is given. 

Primipara aged 29, admitted with the history of having started 
labour with the head high. The patient was of a very gross type, 
with marked oedema of the abdomen and legs. Examined vagin- 
ally under aneesthetic, the head did not come down to the level of 
the ischial )spines, the )promontory was not reached. The os 
admitted two fingers, and the head high, and lying with the occiput 
behind and to the right. 


During the succeeding 24 hours labour ensued but advance vas 
not marked accordingly, and at 4.40 p.m., June 4, 1928, the mem- 
branes ruptured and liquor amnii tinged with meconium kept 
draining away : marked difficulty arose later in passing a catheter 
which gave the sensation while passing that it was bitten between 
the head and the pubes. At 6.20 a.m. June 5, 1928 the foetal heart 
fell to 80-90 per minute. At this time a definite Bandls ring could 
be seen some little distance above the umbilicus, its elevation had 
been closely watched throughout the labour, and had resulted in 
great tenseness of the lower uterine segment ; further, a little bloody 
discharge began to come away which was due to nipping and 
compression of the anterior cervical lip. At 7 a.m. examination 
vaginally with Munro Kerr-Miiller procedure under anesthesia 
revealed a complete bony hold-up. The abdomen was opened 
with the full intention of performing a low Cesarean section, but 
when opened the marked retraction ring which had resulted from 
labour around the region of the foetal abdomen, coupled with the 
extreme distension of the lower uterine segment made the operation 
appear inadvisable, so instead, the vertical incision was chosen, 
its centre traversing the retraction ring. Recovery was uneventful. 

Among the multipare there was one who had had Cesarean 
section performed on her twice; all the rest failed to remove the 
cervix before obstruction set in. Perforation of the head was per- 
formed twice, once after an attempt to deliver by the forceps had 
failed when no foetal heart could be heard: the mother died later 
from secondary hemorrhage on her fifth evening : she was in a very 
septic state on admission, with a quantity of venereal warts all 
over the vulva. 

The other perforation was in a case of breech presentation which 
required delivery after 72 hours labour in the country, the head 
became delayed by the cervix above the brim, 
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Summary II. 
Generally contracted pelves. 

In this group are 106 cases, 54 primigravide and 52 multipare ; 
49 patients delivered themselves spontaneously at term or after 
induction, all the remainder requiring operative assistance. Ten 
cases were completed with the forceps when the head was low 
down, while there were 13 which are classed as _ mid-strait, 
being associated with more than usual difficulty—one of these 
was complicated by a contraction ring which, however, relaxed 
under anesthesia and steady traction; one was admitted as ‘*failed 
forceps,’’ the infant being very large (11 pounds 4 ounces) 
and difficulty was also experienced with the shoulders; the patient 
was an advanced multipara with history of large babies, on this 
particular occasion she overcarried. In a case of inco-ordinate 
uterine action a spinal anesthetic was given with beneficial results. 

Primipara aged 25, admitted at term in Jabour, pains having 
commenced four days previously in the country. The membranes 
were ruptured on admission, and meconium was coming away well 
mixed with liquor amnii. The uterine contractions were slight and 
produced no advance. The condition of the patient was good, the 
uterus not tense between the pains, and the foetal heart was regular, 
and of good tone. The head was not fixed, and the os, per rectum, 
was two fingers dilated. Morphine gr.j was given. By mid-day 
the head was slightly better into the brim, and the os admitted three 
fingers; the lips, however, were thicker. At 1 a.m, next day condi- 
tions were the same. Omnopon gr. $ was given to give sleep. At 
5-15 a.m. no change; the foetal heart rate rose to 156 and three 
ounces of urine were obtained by catheter; the uterus was now 
tense. At 6.30 a.m. examined per vaginum under anesthetic; the 
head was still in the superior strait, the occiput being to the left 
and posterior. 

The posterior lip was well applied, but the anterior lip was 
thickened, and hung loosely from the head. The pains all through 
had been cramp-like without corresponding dilatation of the os. 
At 6.40 a.m. one c.c. stovaine five per cent in glucose was given 
intra-thecally. All distress and appearance of suffering vanished 
instantly, and the patient fell asleep, but a hand kept on the 
abdomen for 45 minutes ascertained that uterine contractions 
were occurring at five minute intervals, the patient taking no notice 
whatever. The analgesia lasted one and a half hours, and the 
foetal heart steadied to 126. At 10.45 a.m. the cervix had been 
completely taken up, and the Walcher position was tried. At 6.30 
p.m. the head was in the mid-strait below the level of the ischial 
spines, but remained in the same position till 9.0 p.m., when 
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delivery was completed with the forceps. The infant weighed nine 
pounds. 

Induction was performed 26 times. 12 were multipare ; of these 
three were delivered by Czesarean section; one had had a previous 
perforation, one was complicated by placenta przevia, and in one case 
after full removal of the cervix the head ‘‘jammed ;”’ the remaining 
nine cases ended spontaneously, the indication for induction having 
been bad previous history, or evidence of disproportion with high 
head. 

Labour was induced on 14 primigravide, all on account of com- 
mencing disproportion.—three were delivered by section ; in two the 
membranes ruptured early, the cervical tissues became nipped and 
obstruction then occurred. The remainder consist of two low 
forceps, one mid-strait forceps which required strong traction to 
bring the head past the brim; and eight ended spontaneously. 
Notes of the third primiparous Czesarean section are given. 

Three further case histories are given : 


Primipara aged 29, attended antenatal clinic once five months 
before term. Admitted at term with high unfixed head, and 
marked excess of liquor amnii which was thought to be partially 
responsible for the non-fixing of the head. The patient was of 
normal build and the external measurements slightly reduced all 
round; her husband was five feet ten inches in height. Induction 
with castor oil and quinine was carried out successfully on July 5, 
1928, and at 8.0 a.m. July 6, patient was in good labour, and the 
abdomen fairly tense. A vaginal examination was made to verify 
the dilatation of the cervix which according to the level of retraction 
should have been almost full, and such was found to be the case, 
the edge of the cervix being thinned out and stretched over a tense 
bag of membranes, further, the edge only of the cervix could be 
felt. Disproportion was not suspected, and might have been missed 
at this stage had not the promontory been easily reached. A pad 
and binder were applied and the patient carried on in good labour 
until the afternoon of July 6. At 10.15 p.m. a rectal examination 
showed the head to be still in the superior strait, and unflexed ; 
this was confirmed by palpation: the foetal heart rate was 100-110. 

At 12, midnight, morphine gr. } was given and labour continued 
till morning, but at 10.15 a.m. the pains had become transient, and 
further extension of the head had occurred. The uterine axis had 
become oblique, and the foetal heart rate was 120, its tone being 
diminished. No sign of further advance by rectal examination 
during a pain, so Cesarean section in the lower segment was 
performed. The infant had a definite bruise over each parietal 
eminence, and the presentation had become a brow from inability 
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of the head to enter the brim, with consequent instability. During 
the puerperium, which was uneventful, the pressure spots on the 
infant’s head sloughed. 

A two-para with historyof having been delivered of a dead baby 
with the forceps in 1924 was admitted on September 3, 1928 with a 
history of bleeding and passage of clots. 

On admission the patient looked pale. The uterus was 
prominent, and seemed well filled, the foetal heart was audible. 
IXxamined vaginally the external os admitted one finger, but the 
internal os admitted easily two fingers and was beginning to be taken 
up. No placenta could be felt; the head was high and unfixed. 
During the 4th and 5th September the patient’s condition remained 
unchanged and on 6th September labour was induced with bougies 
on account of the height of the head, and persistent albuminuria 
when catheter specimens were examined. At 11.0 p.m. labour 
commenced, the bougies were removed, the membranes having 
ruptured a short time previously with the discharge of meconium 
stained liquor amnii. The foetal heart rate was 158 and the os, 
subsequent to removal of the bougies, admitted three fingers, its 
lips unapplied to the head which was still high. 

On September 7 at 1.50 p.m. the os admitted four fingers 
and a placental lateralis was felt. Pituitrin } c.c. was given at 2.10 
p-m. but following this the uterus remained in virtual inertia, the 
foetal heart became difficult to hear, so at 8.20 p.m. Czesarean 
section in the lower uterine segment was performed, version being 
out of the question owing to the length of time the membranes had 
ruptured. The abdomen was opened under ether, and the lower 
uterine segment incised with a transverse elliptical incision. The 
placenta and cervix lay ‘‘jammed”’ between the head and the pubes, 
the placenta did not contain any blood, and practically no bleeding 
occurred; the foetus was in a condition of white asphyxia, the 
cord pale and its vessels empty. The infant lived 45 minutes. 

At the operation the condition appeared to have become one of 
obstruction, the obstructing elements being the placenta and 
anterior cervix which had both been caught early in labour between 
the head and the pubes, thereby accounting for the foetal distress 
and anemia of the placenta. The posterior parietal bone of the 
infant showed a fair sized caput as further evidence that obstruction 
with incompletely removed soft parts had occurred. 


There was one case of pubiotomy which illustrates very perfectly 
the place of this operation in modern obstetrics. 

Primipara aged 21, admitted with membranes ruptured for some 
hours. On admission the head was high but entering the brim. 
Level of retraction three fingers breadth above the pubes. Good 
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labour followed during the day ; there was no tendency at any time 
for the head to override the pubes in front, and the head 
was visible at the vulva. Rectal examination revealed a very 
large caput succedaneum with no descent whatever of the head 
during a pain, while a large part of the forehead was still palpable 
above the brim. An attempt to deliver by the forceps showed the 
head to be obstructed all through the pelvis. Pubiotomy was per- 
formed and an infant of eight pounds five ounces was delivered 
alive. The convalescence was slightly delayed by a breast abscess, 
but was otherwise uneventful, and the patient has since delivered 
herself of an eight pound twelve ounce infant at term spontaneously. 

There were 26 Czsarean sections; 10 multipare, five being 
“‘repeat’’ operations, and the remainder on account of previous 
insuperable difficulty ending in destructive operations, or because 
on admission the head was absolutely disproportionate, slipping 
out into one or other iliac fossa when an attempt was made to push 
into the brim. Three Cesarean sections followed on induction with 
supervening obstruction. 

Sixteen sections were on primipare, three after induction. In 
a further three cases the cervix had been fully removed before the 
head experienced bony obstruction; one of these we have 
dealt with in detail. In another an attempt to deliver with the 
forceps failed and Czesarean section was deemed safer than pubi- 
otomy. One Cesarean section was in a case having a vaginal 
tumour evidently of Muellerian origin which formed a bar to 
delivery. All the remaining Czesarean sections were performed 
after a trial labour when obstruction had occurred. In nine cases 
the incision in the uterus was made in the upper uterine segment, 
and in 18 cases in the lower uterine segment. There was no 
maternal mortality, one infant died in the case of placenta preevia 
reported above. 

Two patients who had had previous Cesarean sections delivered 
themselves spontaneously, one for the fifth time, her external con- 
jugate measured 16.5 cm., the other was delivered of a premature 
infant at 36 weeks. 


Summary III. 
Simple Flat Pelves. 

In this group of 33 patients, 13 ended spontaneously ; two were 
delivered with the forceps when the head was low down; and three 
required assistance past the brim with the forceps (mid-strait). 

Version was performed four times, three of these cases were 
multiparze with mal-alignment of the uterus, and asynclitism. One 
was after delivery by the forceps had failed. 
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There were nine Cesarean sections—in four the incision was 
in the upper segment, two of these were ‘‘repeat’’ operations, one 
of the others had had her first child delivered by craniotomy, and 
the other was a tiny woman tour feet six inches in height and dis- 
proportion was absolute. In five the incision was in the lower 
uterine segment, two after prolonged labour, one for mal-presenta- 
tion, the arm lying over the os, and one after an attempt to deliver 
with the forceps by outside practitioners had failed. The large 
sizes of the infants in this group will be noticed; one, however, 
weighed five pounds 10 ounces, the patient’s first baby was stillborn 
after long labour and weighed five pounds 14 ounces. The case in 
which the infant weighed four pounds 13 ounces was admitted after 
an attempt to deliver with forceps had failed. In not a single 
case among those submitted to Czesarean section was the cervix 
fully removed. 

In one case, the internal measurements were true conjugate 
7.7 cm., transverse 11.5 cm., the foetal skull measurements were : 
biparietal 8.0 cm.; bitemporal 7.5 cm. The patient delivered 
herself spontaneously, clearly showing the result of complete 
removal of the cervix, good labour, and remarkable moulding 
along the sagital suture, the head having passed by flat mechanism, 
the infant weighed eight pounds seven ounces. 

Labour was induced in four occasions: three by castor oil and 
quinine at term, and in one primipara at term with bougies on 
account of high unfixed head. 

Perforation was done twice, in both cases obstruction had 
occurred, and the foetus was dead. The patients were allowed to 
deliver themselves. 


Summary LV. 
Generally Contracted Flat Pelves. 

In this group there are 64 patients, 39 of whom delivered them- 
selves spontaneously at term or after labour had been induced. 
Three cases required the application of the forceps for perineal 
delay, and seven were associated with slight obstruction at the 
brim; in one case the infant weighed eight pounds three ounces, 
and the true conjugate was 7.8 cm. 

Labour was induced on four occasions: three by castor oil and 
quinine, in each case on account of high unfixed head. One infant 
weighed five pounds five ounces, the other four pounds thirteen 
ounces, which might be urged as a contra-indication to the measure 
from the infant’s standpoint. Six multiparze were induced, and all 
delivered themselves spontaneously ; one had a primary breech 
presentation, and was associated with delay at the brim with the 
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aftercomine head; and in another case the infant died on the fifth 
day from pulmonary trouble. The indication, as in other groups, 
was bad previous history, term, or commencing disproportion. 

There was one case of pubiotomy :— 

Primipara aged 22, admitted with head high and freely mobile 
above the brim. She fell into labour at 11 p.m. on 15th January, 
1928, and morphine gr. } was given. Rectal examination at this 
time revealed an os which would admit three fingers, well applied, 
and intact membranes, the head felt particularly resilient, it was in 
the superior strait, and the retraction level corresponded to the 
dilatation, and so even in the face of small outlet measurements 
(Posterior Sagittal 7.5 cm., and Transverse 5.5 cm.), it was decided 
to give the case a trial. 

The membranes ruptured on 16th January at 5.40 a.m. and good 
labour followed. Vaginal examination showed full removal of the 
cervix, and the head had come to the outlet, where with each pain 
it seemed to impact, receding a little in the intervals. Both fore- 
head and the sub-occiput were palpable above the brim. Very 
strong labour now came on, and the retraction level rose to one 
finger’s breadth above the umbilicus. Chloroform was administered 
during the pains without much result, and it became obvious that 
bony obstruction had occurred, since also pressure on the head 
by Munro Kerr-Miiller procedure gained a sensation of stone wall 
resistance. 

An attempt was made to deliver with the forceps but without 
result, and pubiotomy was then performed. The head emerged 
in the transverse, hyperflexed and moulded, with bilateral ecchy- 
moses over the face. The puerperium was uneventful, the patient 
walked on the tenth day. 

It had been decided to examine this patient pelvically, and to 
take internal measurements, but she fell into labour, and though 
proportion seemed bad, the course of labour proceeded perfectly 
normally, and the patient was thus allowed to carry on. 

The cervix went up out of the pelvis with the rupture of the 
membranes, and the already hyperflexed head then experienced 
simultaneously brim and outlet narrowing, 1.e. the suboccipito- 
bregmatic and biparietal diameters passed the true conjugate, but 
the sub-occiput impinged on one side against the pelvic side wall, 
while on the other side the forehead impinged against the brim, 
thereby rendering the obstructing diameter the occipiti-frontal ; 
further, with the passing of every hour increase in the caput was 
noticed, rendering the occipito-frontal incompatibility the greater, 
and successfully preventing internal rotation of the head. 

There were 12 Czesarean sections; in five the uterine incision was 
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in the upper segment and in seven in the lower segment. Four 
multiparee, who had previously had their children delivered by 
perforation ; in two Cesarean sections had been performed before. 
The cases in which the incision in the lower segment was made 
were those in which obstruction occurred after a trial labour, Eight 
infants were born dead or died. There were no maternal deaths. 


Summary V. 
Transversely Contracted Pelves. 

In this group of 25 patients, version was performed twice, once 
on account of mal-alignment of the uterus, and once in a case of 
brow presentation complicated by hydrocephalus. There were 
five cases treated by Cesarean section, in three of these the uterine 
incision was in the upper segment and in two in the lower segment. 
Three patients were multiparz who had had previous difficult 
labours ending in destructive operations or still births; two were 
primipare : one of these was admitted after an attempt to deliver 
with the forceps had failed outside the hospital, the patient having 
developed a contraction ring, and the other because of obstruction 
due to an incompletely removed cervix. 

Labour was induced six times on account of the head being 
above the brim, all except one being successful, this patient later 
fell into very strong labour, and delivered herself of a still-born 
infant weighing eight pounds ten ounces; it had a cerebral 
haemorrhage. 

Thirteen patients delivered themselves spontaneously, but the 
incidence of spontaneity does not show a rise coincident with 
increase in the external conjugate. 

In three cases the forceps were applied when the head was low 
down and two were associated with more than average difficulty, 
but were assisted by the adoption of the Walcher position during 
the initial traction, and until the head had been made to impinge 
on the pelvic floor. ‘ 

Three infants were born dead or died, one a hydrocephalic, 
and two from cerebral hemorrhage; one of these had excessive 
moulding of the head, the other followed precipitate labour, and 
the infant was large for the group, weighing eight pounds ten 
ounces. 

In five cases the promontory was reached on vaginal examina- 
tion. Three ended by Cesarean section, true conjugate 8.4, 7.5, 
and 8.4 cm. respectively ; one ended spontaneously at 38 weeks, 
true conjugate 8.0 cm., and one ended spontaneously after induc- 
tion, this case had a true conjugate of 8.0 cm. and the biparietal of 
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the foetal skull measured 8.0 cm. The heaviest infant weighed 
eight pounds ten ounces and was born through a pelvis with 
external measurements. of 22-24-19 cm. 

There was one maternal mortality from lobar pneumonia 
following Czesarean section, verified at autopsy. 


SUMMARY VI. 


Rachitic Pelves. 

There are 16 cases which presented evidence of rickets, mainly 
in the pelvis and lower extremities, but the number probably falls 
short of the actual number suffering from rickets at some time, 
which is due to the high recovery rate of the condition if it is dealt 
with at a relatively early age, and to the difficulty of labelling any 
pelvis as the subject of a particular disease, until it is unmasked, 
i.e. seen after death in the dry state. X-ray gives some assistance, 
but save in cases in which stigmata are marked, there must be 
many which go unrecognized. In this group, the large number 
requiring operation will be noticed, and also that the operations 
are scattered very evenly through the series irrespective of 
measurements. 

Thirteen cases were treated by Czesarean section after a trial 
labour had failed. In one of these, a ‘‘repeat’’ case, the old trans- 
verse scar had ruptured after a short trial but without any symptoms, 
the rent was enlarged, and an infant weighing ten pounds one 
ouce was delivered alive. 

In this group the promontory was reached on six occasions, in 
five Czesarean section was performed and one was delivered with 
the forceps, the head requiring assistance past the brim, the infant 
weighed seven pounds. 


This paper is the result of our actual experience in 294 cases of 
Disproportion. Advantage has also been taken of the work of 
several previous Masters of the Rotunda Hospital. 


The discussion on the joregoing papers Nos. 1—V on the ‘‘Management 
of Cases of Pelvic Disproportion’”’ will be found on p. 390. 





Fifteen years with Radium in the treatment of Fibroids, 
Non-malignant, Bleeding, and Dysmenorrheea.* 


JOHN Osporn Po ak, M.D., F.A.C.S; 
Brooklyn, N.Y. 


THE value of radium in the treatment of cervical cancer is now 
well established, for, except in England and in some of the German 
clinics, massive or selective irradiation has replaced the radical 
operation for cancer of the cervix, even in Group | cases. This 
unanimity of opinion is based on five and seven year follow-up 
records, which in many instances are nearly 100 per cent complete. 
However, in the treatment of non-malignant bleedings, fibromyo- 
mata, intrinsic dysmenorrhoea and subinvolution of the uterus, the 
effect of irradiation is less certain, for while treatment by radium 
in a large proportion of properly selected cases has been followed 
by some miraculous cures, others having what has seemed to be 
a similar pathology have not vielded to the effect of the rays, 
though similar dosage and filtration have been employed. 

The records from which this presentation is made cover fifteen 
years of radium therapy and give a very clear picture of our failures 
as well as our successes. Furthermore, they reveal the reasons 
for these failures which for the most part have been errors cf 
selection, which brings up the question ; can selection be accurate, 
and what are the other factors which militate against success? The 
results herein reported have been obtained with 200 milligrams of 
the radium element—-emanations or the radium pack have not been 
employed! X-ray of the ovaries has occasionally supplemented 
the use of intra-uterine capsules in large tumours. Our follow-up 
system, which is detailed, has given us the opportunity to see the 
results, modify and limit our indications and change the form of 
application. 

Two factors determine the growth and development in all 
fibroid tumours, i.e., the location of the nodule and its relation to 
the uterine circulation—these, likewise, determine the life history 
and termination of every fibromyomatous growth. All fibroids, 
however, do not act the same when their blood supply is cut down 
or cut off. Furthermore, the blood supply is not the same in all 


*Read before the Seventh British Congress of Obstetrics and Gynecology, 
Dublin, April, 1929. 
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portions of the tumour. This, in part, explains some of the 
variations and disappointments in our results, for any degree of 
cedema effects the value of irradiation. With these facts accepted, 
we have undertaken this study in order that we may attempt to draw 
a few clean-cut deductions which may guide us in the future 
selection of cases for radium therapy. 

Before it is possible to determine upon a plan of treatment in 
any uterine myoma, we must first appreciate : 

1. How fibroid tumours develop and grow as well as how they 
live. 

2. What associated conditions change the rate of their growth. 

3. How and why they produce symptoms. 

4. Finally, what pathological changes these tumour masses may 
undergo and to what dangers and complications these changes may 
lead; that all types of myomatous tumours are not amenable to 
radium or X-ray treatment is generally conceded but, likewise, 
all fibroid tumours do not require surgery and many need no 
treatment at all. 

The fibroid tumour is the most common form of uterine 
neoplasm, and while histologically it is benign, it possesses great 
potentiality for harm by its growth, the attendant bleeding, pres- 
sure symptoms, circulatory and malignant changes. The last are 
evidenced by Fraenkel who found in a serial study of 1,860 tumours 
removed by operation, sarcomatous changes in 46—about half of 
these occurred in interstitial myomata and presented no clinical 
evidence of malignant change. The remaining half originated in 
the endometrium and the diagnosis was made by curettage and 
examination of the biopsy findings. Hence, it is evident that 
routine diagnostic curettage will not detect every sarcomatous 
growth—-however, bleeding was a constant symptom in all of the 
sarcomatous tumours which originated in or near the endometrium, 
and likewise is suggestive evidence in body carcinoma. 

The histogenesis of uterine fibroids is not definitely known. It 
is probable, however, that they develop from congenital rests or 
foetal misplacements of fibrous tissue in or about the wall of the 
blood vessels which course within the uterine muscle. When first 
recognized, these congenital rests appear as solid nodes which seem 
to be due to a proliferation of the muscular and connective tissue 
elements in the myometrium around the different rest centres. 
They are usually found in the uterine body as small nodules, in, 
but not of the muscle, encapsulated and discrete. Our observations 
lead us to the belief that the hyperpituitary type of woman who 
begins her menstrual life with an anteverted, anteflexed uterus 
with a relatively large uterine body, is prone to develop myomata. 
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We have followed many women of this type for over twenty years 
and have watched them grow fibroids. Again, the subthyroid 
and subpituitary: type with the anteflexed retroposited uterus and 
other stygmata of hypoplasia, the subjects of intrinsic dysmenor- 
rhoea, who are frequently sterile often develop fibroids. On the 
other hand, women of perfect endocrinal balance seldom grow 
this type of tumour. Fibroids always produce a relative degree 
of sterility, either by impairing fertility or by favouring the 
arly termination of conception by the production of abortion. 
Conversely we find that the uterus of the barren woman with 
endocrinal unbalance who menstruates thirteen times a year, is more 
prone to develop fibroids than the uterus which becomes frequently 
pregnant and is alternately passing through periods of hyper- 
trophy and involution. In the last analysis, however, the sterility 
or the fertility is not due to the fact that the uterus contains a 
fibroid or fibroids, but rather to their location and their size. 


The growth and the development of. fibroid tumours, as has 
already been stated, depend; (1) on their relation to the uterine 
blood supply ; (2) upon their location in the muscular walls. The 
great mass of the arterial and venous blood supply is found in the 
outer third of the uterine wall, and, as the pelvic and uterine vessels 
have no valves, the blood is propelled through the sinuses of the 
uterine wall by muscular contraction. The basal endometrium 
and inner third of the uterine wall have a relatively poor supply, 
for the uterine arteries and veins which ascend toward the fundus 
on the lateral walls of the uterus, give off the arcuate vessels, veins 
and arteries which course anteriorly and posteriorly, while these in 
turn break up into the intermuscular branches which reach the 
basal endometrium as arterioles, actually terminating in the venous 
radicals from which the venous return begins. This paucity of 
endometrial circulation is one factor in the terminal necrosis which 
takes place in the over-stretched endometrium covering submucous 
and polypoid tumours, and explains the metrorrhagia which is 
common in this form of growth. 

The second physiological phenomenon which determines the 
life, location and development of the fibroid, is the constant inter- 
mittent contraction of the uterus, for every tumour mass is evolved 
in the direction of least resistance, carrying with it its capsule and 
circulation. These two factors are basic in determining the life 
and development of every tumour. It is only the intramural 
growth which is surrounded on all sides by an equal amount 0: 
uterine muscle that grows slowly and remains within the confines 
of the uterine wall. It is this type of tumour which is at some 
period of its growth amenable to radium and X-ray therapy. 
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Menstrual bleeding is common in interstitial and sessile sub- 
mucous growths, both of which increase the area of endometrial 
response, for any tumour which is extruded toward the uterine 
cavity or grows into it, increases the area of endometrial surface, 
blocks the venous return and thus increases the duration and 
amount of the menstrual flow. As long as the continuity of the 
endometrium is maintained, we have menstrual haemorrhage, but 
as soon as tissue necrosis occurs in the over-stretched atrophic 
endometrium, intermenstrual bleeding becomes a factor. It is, 
therefore, apparent that we must accurately determine the location 
and the relation of the tumour to the endometrial surface before 
radium or X-rays are selected for the cure of uterine bleeding. 

While it is admitted that diagnostic curettage should precede 
the introduction of radium in every case of endometrial bleeding, 
experience has taught us that the curette is not without danger ; 
for in sessile submucous growths penetration of the capsule affords 
an avenue for infection, while in endometrial hypertrophy when 
curetting has been done, we have linear stripes of retained endo- 
metrium between which are grooves opening lymphatics for 
bacterial invasion. Clinically, we have noted that when radium is 
introduced immediately following diagnostic curettage, the tissue 
reaction is much greater than when an interval of ten days or two 
weeks is allowed to elapse between taking the biopsy specimen 
and the introduction of the radium. Furthermore, it has been 
noted that there is less parametrial reaction when the radium is 
placed high in the fundus above the internal os and kept there 
than when the capsules have had a cervical lie. 


RApIUM IN Myomata, 


Radium will control the hemorrhage of uterine myomata and 
in a large number of cases will reduce the size of the tumour, 
provided the tumour is intramural or submucous, and not peduncu- 
lated. Nevertheless, operation is still the procedure of choice for 
most myomata, for the indications for radium are limited and ‘t 
has certain definite disadvantages such as : 

First: While it controls bleeding and in the majority of cases 
reduces the size of the tumour, nodules outside the uterus may 
be left without a blood supply and consequently are more likely 
to give trouble. 

Second: Malignant complications already in the tumour may 
be overlooked for it has been shown that sarcoma is found in serial 
section in about six per cent of pedunculated submucous tumours. 
Consequently, we can lay down the dictum that radium is never 
permissible in submucous growths, unless a diagnostic curettage 
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is possible, for while remarkable results have been shown following 
radiation of cervical cancer, body carcinoma is less likely to be 
permanently affected by the rays. 

Third: About 54 per cent of all fibroids are complicated by 
some form of tubo-ovarian disease, consequently many of these 
complicating intra-pelvic lesions are missed, and while the tumour 
is shrunk, and the hemorrhage controlled, the associated lesions 
keep up the patient’s illness. 

Fourth: Radiation when applied in sufficient dosage to check 
hemorrhage and shrink the tumour, will seriously impair the 
reproductive functions in young women, and therefore should not 
be used as a procedure of choice in this class of cases. 

Fifth: One group of the symptoms in fibroids which require 
treatment are those due to tumour pressure—here the effect of 
radium is too slow to relieve the effects which intra-ligamentous 
growths produce on the ureters and on blood vessels. 

Sixth: The immediate effect of radium is the production of 
oedema and the excitation of inflammatory reaction—hence, in the 
presence of old inflammatory adnexal lesions, this reaction becomes 
more marked. 

Finally : Radiation will increase the necrosis in tumours which 
are already necrotic, and by added absorption increase the toxzemia 
of the patient. 

Against these disadvantages radium has certain definite advan- 
tages in the treatment of fibroid tumours, particularly if proper 
selection is made. These advantages are: ; 

First: There is no operative mortality. There is no general 
anesthetic. There are few post-operative complications, and there 
is prompt control of uterine bleeding. 

Second: Should radium fail, operation is always possible. 

Third: The menopausal symptoms are not so marked. 

Fourth; In intramural tumours we cannot only expect absolute 
cessation of the hemorrhage, but shrinking in the tumour in over 
60 per cent of the growths. 

Fifth: Radium therapy is the procedure of choice in myomata 
complicated by heart disease, diabetes, chronic nephritis and in 
pronounced anemia for the temporary arrest of hemorrhage. 


We have confined radiation in fibroids to those tumours which 
are not larger than a three months pregnancy, in which the growth 
is definitely intramural and there are no subperitoneal nodules of 
any considerable size; and those submucous tumours which after 
careful examination under anzsthesia are shown to be sessile. In 
all, we have treated 206 of these growths by radiation. In the 
same period over 900 fibroids have been removed by operation, 
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These patients have had from 1,800 to 2,000 mg. hours of irradia- 
tion. The radium element has been applied directly to the interior 
of the uterus in capsules in tandem, the alpha and beta rays have 
been excluded by proper filters, using brass, aluminium, rubber 
and platinum of } to 1 millimeter thickness. 1 have the follow-up 
records of all these cases and only six have needed subsequent 
operation. In these, all submucous tumours, the bleeding recurred 
and on operation it was found that the tumours had undergone a 
marked oedema and necrosis. In 200 cases the bleeding ceased and 
has never recurred after the first menstruation, which was more pro- 
fuse in a number of instances than some of the previous bleedings 
—this, in turn, was followed by a sero-sanguinous discharge which 
persisted for several weeks. In 136 of these tumours the growth 
has shrunken to less than half of the original size, and in 7o it has 
entirely disappeared. 


SUBINVOLUTION—-FIBROSIS UTERI—UTERINE INSUFFICIENCY. 

A large proportion of the patients who came to us for the 
relief of bleeding fall within the class of subinvolution, fibrosis 
uteri or what is termed by some as uterine insufficiency, which 
vague term is used to designate a uterine condition in which there 
is severe menorrhagia without gross pathology to explain the cause 
of the abnormal bleeding. The uteri which we have removed for 
this condition, in the days when vaginal hysterectomy was popular, 
have shown a more or less constant pathology in the relative 
increase in the connective tissue over muscular tissue in the uterine 
wall. This tissue disproportion is characteristic of subinvolution 
or the uterus of repeated pregnancies and a common finding of 
the woman approaching menopause. In this class my associates 
and I have applied radium therapy for the relief of bleeding in 
260 women—we have never failed to check temporarily the heemor- 
rhage, and in the majority of instances have controlled it for all 
time. 234 of these uteri have atrophied and after a period of several 
months the characteristic symptoms of the menopause have 
appeared. Many of the cases in this group have been complicated 
by prolapse of the uterus in which cystocele was the predominating 
lesion. These women have been subsequently operated on by 
interposing the atrophied uterus under the bladder with cure «i 
the descensus. Clinical experience has taught us that it is good 
surgery to correct backward displacement before radium is applied 
—hetter drainage is thus secured. 


Myopathic Hemorrhages in Young Girls: 
Bleeding in this group is frequently excessive and is almost 
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always due to endometrial hyperplasia— in fact the menorrhagia 
or metrorrhagia may be so excessive as to produce extreme second- 
ary anemia. Some yield to the administration of pituitary extract, 
the regulation of the pelvic colon and coecum, intra-muscular. 
injections of sera and blood transfusion. When, however, this 
profuse bleeding is prolonged, the endometrium is usually hyper- 
trophied and oedematous and the uterus may be larger and softer ; 
the cervix is soft with a velvety feel and the os is likely to be open 
with a halo of erosion about it. Not infrequently one or the other 
ovary shows palpable cystic enlargement. The blood studies of 
these cases have shown that the coagulation time and bleeding 
time have been within normal limits and the platelet count is 
similar to that found in secondary anzmia due to bleeding. It 
was formerly common to curette these patients after all forms of 
mmternal medication had been tried and failed. Curettage is usually 
followed by temporary amenorrhoea which lasts for a month or 
two—this, in turn, is again followed by menorrhagia and metror- 
rhagia. This same case treated by radium for from 200 to 300 
milligram hours with the radium properly filtered with glass, silver, 
brass and rubber which cuts out all of the alpha and beta rays, 
will establish normal menstruation after one séance. Only once 
have we had occasion to repeat the exposure. In this class 31 cases 
were treated—the average dosage was 250 milligram hours and 
but one application was given in 30 of this series. 

Our follow-up results have shown that the quantity of the 
menstruation as well as the duration was regulated in every instance 
except the one patient who required two intra-uterine applications. 
The last of these was followed by an amenorrhoea which lasted for 
one year, when the menses were spontaneously re-established and 
have since recurred regularly. Six of these girls are now married 
and have become pregnant; three have been delivered of normal 
living children—a fact which answers some of the criticisms which 
have been made of using radium in young girls. 


Intrinsic Dysmenorrhea. 


For years dysmenorrhoea was classified as obstructive, conges- 
tive and neuralgic. Later, other authorities gave it a uterine and 
ovarian origin, and still others attributed this distressing symptom 
to psychoneurosis, As we have come to have a better understanding 
of the physiological changes which make up the menstrual cycle, 
our conception of this disease has been materially revised. 
Primary Dysmenorrheea (intrinsic or essential) is usually part of 
the clinical picture of general hypoplasia. There is always 2 
lesion, elusive as this may be, either in the endometrium or in the 
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uterine wall. It is only by careful study of the sequence of 
symptoms that a conclusion can be arrived at. These uterine 
dysmenorrheoeas of the developmental type are commonly found in 
the anteflexed, retroposited uterus with defective cervical invagina- 
tion and in the acute forward or backward flexions with fibroid rests. 
All parametrial or adnexal lesions must be excluded by examination 
under anesthesia. Cases of the first type have yielded to gradual 
dilatation of the cervix with Hegar sounds, and mild irradiation, 
while those with retrodeviations have had painless menstruation 
after the displacement has been corrected, the cervix dilated and 
radium applied. After the cervical canal is thoroughly dilated 50 
milligrams of radium properly filtered are introduced high in the 
uterine cavity and allowed to remain there for a period of four 
hours a dosage of 200 milligram hours. This amount of irradiation 
does not stop menstruation, but for some unexplained reason, 
relieves the pain at succeeding menstrual periods. ‘Thirty-six of 
such cases have been treated in our private clinic with absolute relief 
of their menstrual pain. Nine have subsequently become pregnant 
and six have been delivered of living children with no physical 
defects. Many of these women were invalided for two weeks out of 
every month and had previously been treated by dilatation, dis- 
cission, electrolysis, the static current, diathermy, etc.; and four 
had been accustomed to taking large quantities of morphine for 
the relief of their pain. 


Climacteric Hamorrhage (Menopausal Bleeding). 


Bleeding at the menopause should always be lookea upon with 
suspicion, for the healthy woman with normal organs passes 
through this period without severe general or local disturbance. 

Menorrhagia at the menopause is generally believed to be due 
to a deranged internal secretion which is a result of failing ovarian 
activity—likewise, it is explained that the hypertension, flushes, 
attacks of profuse perspiration, nervousness, irritability and depres- 
sion are the result of decreased ovarian secretion which allows an 
endocrine inbalance and invites increased adrenal function—never- 
theless, menorrhagia at this period demands investigation, for 
while endometrial hyperplasia is the common finding, the transition 
from endometrial hyperplasia to benign adenoma and then to 
adenoma malignum is an accepted possibility. In this series there 
were three such cases, women who in two years time passed through 
these pathological grades—fortunately they were under constant 
observation and their lives were saved by a timely hysterectomy. 
In others the uterine content is lacking, the endometrium is scant 
and atrophic, a condition found in 19 of this group. Women 
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presenting histories of metrorrhagia should always be curetted, 
and the biopsy specimen examined microscopically before any plan 
of treatment is instituted. 

We have been surprised since adopting the plan of routine 
curettage before introducing radium or employing the Roentgen 
ray, to note how many of these bleedings are due to small submucous 
myomata, or fibroid polypi. Thirty-three fall within this class. 
Cervical polyp was the pathology which caused the metrorrhagia 
which brought twenty of these women to the clinic. Three had 
retained decidual tissue, dating back many months; while in 18, 
the microscopic findings were adenoma—in seven of these the 
bleeding recurred and the uterus was extirpated. In all, 96 cases 
were treated in which the anatomic findings fell among the fore- 
going, and which because of the time of occurrence we have classed 
as menopausal bleedings. Ninety-four have been followed; in 87 
the uterus is atrophied and there is no discharge—in seven the 
bleeding recurred and the uterus was removed. 


Cervical Stricture: 

This lesion is caused by placing the radium too low in the uterine 
canal or by the capsule being forced down toward the internal os 
by uterine contraction and results in a constriction at the internal os, 
complete or relative which interferes with uterine drainage and pro- 
duces hematometra or pyometra, most frequently the latter. The 
symptom complex suggesting this complication consists of uterine 
colic simulating labour pains with soreness and tenderness in both 
lower quadrants and over the hypogastrium, which is relieved by 
an intermittent discharge of blood or pus, or if this fortunate 
outcome fails to occur the uterine pain continues and bimanual 
examination will reveal an enlarged fluctuant tumour in the location 
of the uterus. The blood sedimentation time is always low, though 
there may be no elevation in temperature or in the leukocyte count. 
Twelve of our cases have returned with this complaint. The 
treatment has been gradual dilatation of the cervix with Hegar’s 
sounds. This treatment should be repeated in two months, and 
when, after thorough dilatation, the purulent discharge persists, 
the uterine cavity should be obliterated with a chloride of zinc 
pack. 


Conclusions: 

As our experience with radium has increased our indications 
have become more and more limited and we believe that the 
follow-up study of this series justifies us in making the following 
deductions and suggesting the following contra-indications : 
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1. Accuracy of diagnosis is essential and if there is doubt as to 
the diagnosis, operation is preferable to irradiation. 

2. Highly neurotic or over-sexed individuals, or those with an 
unbalanced nervous system, should not be treated with radium, 
as irradiation produces atrophy of the vagina and cervix as_ well 
as atrophy of the ovaries, and is apt to accentuate all symptoms. 

3. The occurrence of other intra-abdominal lesions requiring 
surgery makes it wiser to operate on many pelvic tumours than to 
employ radium therapy. 

4. Very rapid growth of a pelvic tumour suggests malignancy 
of the uterus or ovary, and complete extirpation is preferable to 
irradiation. 

5. Degenerating pelvic tumours should be removed by operation. 

6. Pressure symptoms from large fibroid growths of the uterus 
are most quickly relieved by hysterectomy as tumour shrinkage 
from irradiation is variable and uncertain and may never occur. 

7. Pelvic inflammatory lesions may become activated by radium 
and cause peritonitis and death—hence, in the presence of these 
lesions operation is indicated. 

8. Large pelvic tumours, pedunculated subserous fibroids and 
large submucous growths require hysterectomy, particularly so 
if there is pressure on the bowel, ureter, or bladder, or when metror- 
rhagia is the prominent symptom. 

g. Radium has proved its usefulness in the treatment of menor- 
rhagia in young girls and in intractable cases of dysmenorrhoea 
without gross extra-uterine lesion. The amount of radiation 
should never exceed 300 milligram hours—repetition of the treat- 
ment may be necessary. 

10. For myomata in young girls or in child bearing women 
under 35 years of age, myomectomy should be selected: while in 
multinodular growths with extensive involvement of the myo- 
metrium, sub-total hysterectomy with the retention of an ovary 
and Fallopian tube should be the procedure of choice. 

11. Extremely anemic patients or women in whom the cachexia 
is out of proportion to the blood picture are bad radium risks. 
Operation gives better results, but all such operations should 
be preceded by blood transfusions. 

12. In cases of malformation, faulty position, or cervical tumours 
in which uterine drainage is impaired, radium should not be used. 

13. Parametrial exudative processes or adnexitis contra- 
indicates the use of radium ; and, finally, careless and indiscriminate 
use may produce far-reaching damage. When radium is indicated 
for benign gynecological conditions, the least amount of radium 
that will control the situation is the ideal, 


The discussion on the foregoing paper will be found on page 398. 
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Results in 1000 Cases of Extended Vaginal Operation for 
Cancer of the Cervix.* 
By Professor Dr. L, ADLER. 
Wilhelminahospital Vienna. 
You all know that at the beginning of this century Wertheim’s 
method of operating on carcinoma of the cervix, by the abdominal 
route, spread through the world, and the vaginal route was to a 
great extent abandoned. Not so, however, in the clinic of my 
teacher Schauta. Here we tried consequently to work out and to 
extend the technique of the vaginal operation in the hope by 
Schauta that it would compare favourably in its cure results, with 
the abdominal method, which certainly seemed an excellent opera- 
tion but was followed by an enormous mortality. 

About 15 years ago some gynecologists dissatisfied with the 
high mortality, and not quite satisfied with the end result of the 
Wertheim operation began to treat operable cases with radium or 
X-rays which the French gynecologists had previously advised. So 
Kroénig, Déderlein, Seitz, Wintz, Menge Heymann in Stockholm, 
and temporarily Bumm, advised the radioligical treatment of the 
cancer without operation. This question has been widely discussed 
but so far without definite results. Those who practised radiation 
were for a long time handicapped by the fact that it was a new 
method, and they maintained that as the technique of radiation had 
not been fully worked out, it should not be compared with the results 
of the well developed surgical technique. Now, after 15 to 20 years 
these three methods, having survived their infancy, have arrived at 
a certain maturity, so it seems fair to compare the results of all three. 

You know that in speaking of the results of treatment, we make 
a difference between the temporary cure— till five years—and the 
permanent cure after five years® The agreement of five years was 
made because, in spite of recurrences coming after that period, their 
number is relatively small. In Germany, and in our country, we 
differentiate between the relative and the absolute cures, and speak 
of relative cure when we compare the number of patients cured with 
those operated upon. This percentage being chiefly dependent on 
the number of cases an operator thinks apt for operation, it is neces- 
sary to give the percentage of operability... The absolute cures indi- 


*Read before the Seventh British Congress of Obstetrics and Gynzcology, 
Dublin, April, 1929. 
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cate the number of permanent (five years) cures, compared with the 
total number of cases the gynzcologist sees, operable and inoper- 
able, and is therefore independent of the subjective judgment of 
the operator. Of greater importance for the value of any method 
is also the primary mortality and the number of lesions of bladder 
and ureter. 


Before comparing the results | want to demonstrate shortly our 
technique of the extended vaginal operation. We begin with the 
excochleation and cauterisation of the ulcerated tumour, which is 
sometimes done the day before the operation. [tis important because 
the danger of infection is lessened. The operation is commenced 
with a circular cut in the middle, or lower part, of the vagina, some- 
times at the entrance according to the extension of the newgrowth. 
The mucous membrane is then dissected up as a cuff, which is 
closed by thick silk sutures to exclude the newgrowth from the field 
of operation and from the wounds in the cellular tissue. A para- 
vaginal (Schuchardt) incision, a deep incision, which cuts the levator 
ani, is then made. The bladder is next dissected off the cervix, 
first in the middle, then laterally, after which the most important 
part of the operation, namely, the dissection of the ureters is sys- 
tematically performed. Great care has to be taken especially in 
cases of carcinomatous infiltration of the parametrium. After the 
dissection of the ureters the uterine arteries are ligated . By pulling 
forward the uterine vessels with forceps, or with a provisional liga- 
ture, it is possible to place the ligature round the artery outside the 
ureter which forms a loop round the uterine vessels. In some 
cases the ureter is so involved in the growth that it cannot be 
separated, and so has to be resected. In these cases I have at once 
implanted the ureter into the bladder by the vagina, but the final 
results are not very satisfactory : most of these cases die after a few 
years of recurrence. After the dissection of the ureters and bladder, 
they can be pushed off with a retractor so that the parametrium is 
visible in its total extension. The rectum is then dissected from 
the cervix and the pouch of Dougits is opened. The parametrium 
is next extirpated: first the sacro-uterine ligament. This ligament 
is pulled forward with strong forceps and cut clear at the pelvic wall. 

The arteria haemorrhoidalis media then is clamped with forceps. 
After the posterior parametrium has been incised the lateral para- 
metrium is pulled forward and cut at the pelvic wall. At this part 
of the operation the dissected ureter is always seen and is pushed 
back with the retractor and the rest of the parametrium close to the 
uterine arteries is extirpated. As the uterine vessels have been 
previously ligatured there is very little haemorrhage. Therefore 
there is no need for ligature or clamp and the parametrium is cut 
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Note.—All the cases operated upon by Wertheim’s method are 
considered as inoperable with reference to the operability rate, and in 
the reference to the recurrences in the cases operated upon by the 
vaginal method and in the reference to the prt, so cases. 


Prof. Dr. L. ADLER, page 337. 
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freely. This is of great importance because it allows of the whole 
parametrium being removed without leaving a stump which might 
contain carcinoma cells. The same procedure is used on the other 
side. It is astonishing how a parametrium seemingly absolutely 
stiff and rigid from infiltration becomes movable during the opera- 
tion. The anterior plica of the peritoneum is now opened and the 
uterus hangs on the round ligaments and adnexa only, which | 
always extirpate. The uterus is removed in the usual way at this 
stage. The peritoneum is closed, the stump of the infundibulo- 
pelvic ligament being pulled out and fixed with a suture so that 
all stumps are placed extraperitoneally. When doing this, it 1s 
necessary to remember the situation of the ureter because it can 
be caught with the last stitch. This is the technique which has 
been used in the last 8co0 cases, though sometimes modified in 
details according to the particular conditions of the case. 

The disadvantage of the vaginal method is that glands are not 
extirpated. This disadvantage has lost its importance since I have 
used post-operative X-ray treatment, and is certainly balanced by 
the following advantages :-—(1) the little haemorrhage ; (2) the peri- 
toneum only open for about five minutes, therefore the danger of 
peritonitis very little ; (3) very few lesions of the ureter and bladder ; 
(4) very little shock. Result: very low mortality. Since using 
local anesthesia (for the last 300 cases) the amount of hemorrhage 
and shock are still lessened. The following are the primary and the 
remote results of 1,000 cases treated by this method. The cases were 
operated upon between 1901 and 1924, at first when Schauta was 
the leader at the first University Clinic in Vienna and during his 
illness (1916-1920), and after his death I was the leader, and then 
at the Wilhelminahospital which I joined in 1921. Operators were 
Schauta, myself and our assistants—first class and second class 
operators mixed-—so that the small percentage of mortality is not 
the merit of the extraordinary technique of a genius. Personally 
| have operated on over 450 cases. 

The development of the operation since the first years is clearly 
seen in the diagram, which shows an operability rate between 47} 
and 614 per cent, a primary mortality rate of 11.37 or 3.5 per cent, 
in the average 6.1 per cent, five years cures of operated cases 
raising from 34.6—-58 per cent, five years cures of the total number 
(operable and inoperable) from 16.4-32 per cent. I have to say that 
my statistics contain every case seen in the hospital without deduc- 
tion. The cases operated upon by Wertheim’s method are not 
deducted, but counted as inoperable or recurrences, in spite of the 
operation having been done not because the case was not operable 
from the vagina, but for the possibility of practising the abdominal 
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method. All the patients we lost sight of or who died of other 
diseases but cancer are registered as recurrences. 


You see how the primary and remote results improve and if I 
compare my results within the last 15 years with the results of 
abdominal operators, (Wertheim, Bonney) you see that they are 
nearly identical in reference to the five year cures, but show a 
minimal primary mortality. Both methods of operation have 
reached now a high standard of development, and the question 
arises, is it possible to improve these results ? 


There exist two possibilities, first the early operation, secondly 
the widening of the limits of operability. In early picked cases the 
mortality is very small and the final results are excellent, but so far 
at least on the Continent--efforts to get other cancer cases in their 
sarly stages have failed. On the other hand, the extension of the 
operability rate, which reached in our clinic in some years 78 per 
cent, always leads to an increase of the primary mortality rate and 
of the number of recurrences, so that the final result is hardly 
influenced. This knowledge and the rather bad results of the opera- 
tion, were the causes which impelled a number of surgeons to 
abandon the abdominal method entirely and to treat operable cancer 
with radiation (radium or X-rays or combined). Is this justified ? 
We have to compare the remote results of operation with those of 
radiation treatment. This comparison shows that, except perhaps 
in the hands of a single master, radiation has hardly reached and 
surely not surpassed the final results of either abdominal or vaginal 
operations, so that at the present state | cannot see any reason to 
abandon the operation. On the other hand, I cannot close my eyes 
to the extraordinary results of radiation and therefore | have been 
working since 1913 on the problem of how to use radiation to 
improve the results of operation. 

Two ways are possible : first the ante-operative radiation, second 
the post-operative radiation. The advantages of the ante-operative 
radiation are the lessening of infiltration and the lessened danger of 
death by infection. These advantages are very important for the 
abdominal operation with its high death rate, but are of very little 
value for the vaginal operation with its low death rate. Final results 
are not reported yet. My mortality rate is so low that I rarely use 
radiation. In the few cases I have had to operate after radiation, 
I have found great technical difficulties and the only injuries of the 
ureter during or after the operation that | have met with during the 
past ten years, happened to take place in cases radiated before 
operation. I do not think that these unfortunate results were mere 
coincidences. But after that experience, and especially because no 
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permanent cures have yet resulted, | do not use this method as a 
rule. ; 

The second method is the post-operative radiation. My first 
experiences in this direction was in two cases in 1913, operated by 
chance on two following days. In both cases | had to cut the para- 
metrium through cancerous infiltration, so that the operation was 
not radical. I inserted a radium tube at the spot where | had left 
carcinoma. I thought these cases lost, but to my greatest surprise 
| found them both free from recurrence three years later. 1 then 
began to use post-operative radiation in cases in which | was not 
sure of having performed a radical operation. Since June 1914 the 
post-operative treatment with radium and X-ray has been carried 
out as systematically as is possible. A comparison between the 
cases with irradiation and without irradiation shows that the number 
of cures is: — 

With Without 


After radiation. radiation. 


5-0 years 58.8 per cent 42 per cent 


7a 5g 60.95, 55 
2 “e ne 5, | s 72 


+ 
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The results are obtained with different methods. First we 
applied larger doses of radium beginning about three weeks after 
operation and repeated in four weekly intervals. Result five years 
cures 55.5 per cent, but some fistulas. Then we used only small 
doses, (from 1915-17); results: no fistula, but only 44.6 per cent 
free from recurrence after five years. The larger doses applied on 
the very sensitive scar tissue without the screening of the cervical 
tissue led to necrosis of bladder or rectum, even if the dose was very 
much below the usual ulcer dose. When we tried to lessen the dose, 
then of course we had no lesions, but the final results were much 
worse. 

The problem to be solved was, how to apply a sufficient dose to 
the proper site without injuring the bladder and rectum. It was 
obvious that larger doses on the very sensitiveand badly nourished 
scar tissue had to be avoided. The first two cases of 1913 mentioned 
before, gave me the idea that if the radium tube be applied very 
closely to the place where the cancer is liable to be left, then only an 
effect in the depth of one or two cm. is required, which means that a 
dose which could injure normal tissues severely need not be used. 
Therefore since 1917 the method used by me first in the two cases >f 
1913 is followed. After closing the peritoneum the ureter is pushed 
back by sterile gauze and then a radium tube is inserted in each para- 
metrium, and left there for 6-12 hours. In some cases other radium 
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tubes are placed in the stumps of the sacro-uterine ligaments | Over 
250 cases have thus been treated during the last 10 years without 
any ulceration or necrosis. Stockel’s clinic in Berlin, in which the 
Vienna operation has been followed for the last five years, also uses 
the radium treatment. 

In addition to the immediate post-operative radium treatment 
I use the X-ray treatment in case carcinoma glands are present, 
three or four series of X-rays within two years. 

With this technique worked out now for 10 years, it was possible 
to raise the percentage of relative cures to 58 per cent, the absolute 
to 32 per cent. 

So my routine method in the treatment of cervical cancer is the 
vaginal operation with immediate post-operative radium and com- 
bined X-ray treatment. Although | am using this method in about 
95 per cent of the operable cases, | am perfectly aware that it is not 
the only one that can be used to cure the patient. Some cases may 
have to be operated upon by the abdominal route and some cases, 
with contra-indication to operation, may have to undergo radiation 
treatment only. The future of cancer treatment lies in the early 
recognition of the cancer cases on the one hand and in not sticking to 
one method, but in the choosing the adequate method for each case 
on the other. The combination as described above, of an operation 
with little mortality and subsequent radiation already described, 
seems to offer good chances. 


The discussion on the foregoing paper will be found on page 4o1. 














Eclampsia and its Renal Lesion.* 


By R. H. Paramore, F.R.C.S. 
Rugby. 


Durch die nichttoxische Ischamie kommt es zur Eklampsie. .. . 
Ich glaube, . . ., dass es die Verinderung der Gewebsdurchblutung in 
weitestem Sinne durch die Schwangerschaft ist, die der Krankheit zur 
Grunde liegt... . ” 

Hinselmann, Die Eklampsie, 1924. 
Schlussbetrachtungen, 918. 


I PREFACE my paper with a quotation from Hinselmann’s book on 
eclampsia. In spite of this book having been written by various 
authors, of whom at least two adhere to the toxzmic hypothesis, 
Hinselmann puts forward the opinion shown. Eclampsia, he says, 
arises from an ischemia non-toxic in kind: the disease has its 
base in the changes in the blood-flow through the tissues caused 
by pregnancy. Although published five years ago, the book only 
came into my hands quite recently ; and it was with a shock that 
I discovered the change of view that is beginning in Germany. 
The arguments advanced are different from those which led me to 
the same conclusion—which gives the view expressed a greater 
interest and perhaps a greater importance. In any case, it would 
seem that more attention should be paid to this view than it has 
received in the past, and certainly by anyone attempting an explan- 
ation of the visceral lesions of eclampsia. 


It has been urged that the specificity of these lesions—that is to 
say, the limitation of the degenerative and necrotic cellular changes 
to particular parts of the liver and kidneys—shows that these lesions 
must be caused by a poison. But immediate difficulties oppose this 
argument. Thus, in the liver, if a poison destroys the periportal 
cells because the poison is specific for these cells, we must conclude 
that the periportal cells of the hepatic lobules are different in nature 
from the central cells. There is no evidence for such a view. If 
it be argued that the poison reaches the periportal cells first and 
thus that these cells are affected before the central cells, the question 


*Read before the Seventh British Congress of Obstetrics and Gyneecology, 
Dublin, April, 1929. 
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arises why in pernicious vomiting—another pregnancy toxemia, 
imputed to another poison—are the central cells first affected? In 
this case, the blood streams in the same direction, but the periportal 
cells escape. Clearly, a poison cannot be regarded as specific for 
the central cells, unless these central cells are different in nature 
from the periportal cells. The alternative is that a poison specific 
either for the central cells or the periportal cells does not exist. 

The same sort of difficulty arises in the case of the kidney, at 
least in respect of the symmetrical necrosis, in which—according 
to Jardine and Kennedy—the convoluted tubules in the outer two- 
thirds of the cortex only are affected.6 To explain this, we must 
conclude—if the necrosis be due to a poison—that the cells of the 
convoluted tubules abutting on the medulla, in the inner third of 
the cortex, are different in nature from the cells comprising the 
other parts of these tubules. That this is untenable has been 
recognized. Thus, to explain the anomaly, Kennedy invoked the 
aid of difference in blood-supply—‘‘the large vascular arches in the 
inner third of the cortex,’’ he said, ‘‘are unaffected, whereas the 
smaller cortical branches are thrombosed.’’® This, however, is an 
unsatisfactory compromise. The cells of the convoluted tubules 
are affected by a poison, or they are not. If their degeneration 
occurs because small vessels become thrombosed, if the poison is 
supposed to act primarily on the blood-vessels, the toxzemic hypo- 
thesis collapses. A universal, not a specifically localized thrombosis 
should occur, small vessels all over the body—for instance, in the 
renal medulla—should be affected early and primarily, but they 
do not. 








The view that I bring before you is that these lesions are 
produced mechanically. They are the result of difficulties in the 
visceral blood-flow induced by pressure changes consequent on 
pregnancy: they are ischemic, not toxic in origin. Though 
specific, they are specific not in virtue of the nature of the cells 
affected, but in virtue of the position the cells occupy : the specifi- 
city is anatomical, due to structural peculiarities in the part of the 
vascular mechanism concerned, not physiological, the result of the 
cells being of a particular sort or highly specialized. . The asso- 
ciated thromboses of small vessels are secondary to the degenerative 
or necrotic cellular changes. The bleedings are the effect of rup- 
tures, produced for instance by the fits. That applies equally to 
small and large vessels, to capillaries and veins. It cannot be 
believed that rupture of the inferior mesenteric vein, which occurred 
in a case mentioned by Solomons,® was the result of toxic processes 
affecting the vein, If physical forces can rupture veins, they can 
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also disrupt capillaries. According to this view, then, the dis- 
abilities of the liver and kidneys are primary: the lesions are 
evidence that the disabilities have existed some time and have been 
grave. Eclampsia is thus an acute uremia; comparable with the 
convulsions of infants, the result of stomach upsets. 


If this view be sound, a mechanical and serious interference 
with the blood-flow through the liver and kidneys in certain cases 
of pregnancy, must occur as a primary event. To-day, I leave aside 
the hepatic changes, not because an hepatic derangement is not 
essential to eclampsia, but because the subject is too big for one 
paper. The question is: How can the renal lesions be explained 
on this hypothesis ? 

We look first at the vascular mechanism in the kidney, and see 
at once that it presents certain peculiarities. In the cortex there 
are two consecutive capillary paths, the blood to reach the capil- 
laries about the convoluted tubules must first traverse the glomer- 
uli: but in the medulla, there is only one capillary network. In 
the next place, the capillary network in the medulla is continuous 
with the general or secondary capillary network in the cortex. 
Thirdly, the blood traversing the cortex and the medulla comes 
from the same supply. 

This latter peculiarity is of especial significance. If all the 
blood entering the kidney had of necessity to traverse the cortex, 
a compression of the whole system might not matter. All that 
would be necessary to force the blood onward through the capil- 
laries about the convoluted tubules would be an adequate compres- 
sion of the glomeruli and a sufficiently raised blood-pressure in 
the inter-lobular arterioles. But the existence of the medulla, 
supplied by vessels which come off from the vascular arches from 
which the inter-lobular arterioles spring, makes a difference. It 
makes this difference that, for one thing, the blood-flow through 
the cortex is conditioned by the medullary resistance. If in the 
normal, the medullary resistance to the flow of blood through it, 
is fairly high—because the arterize rectze are very much smaller than 
the inter-lobular arterioles—it is easy to see that under certain con- 
ditions, this may be reversed :that the resistance to the blood-flow 
in the medulla may become less than in the cortex, allowing a 
flooding of the medulla with blood. 

Suppose the whole kidney compressed to the extent that the 
blood-flow through both cortex and medulla is stopped, then with 
relief of the compression (unless this has lasted too long), blood 
will flow again through both the cortex and medulla. But if, with 
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the whole organ less compressed, the pressure in the cortex becomes 
considerably higher than the pressure in the medulla—owing to 
the formation of urine, which must affect the cortex before the 
medulla—then, with the relief of the compression (as by taking 
a breath), blood from the renal arteries may escape by way of the 
medulla, without entering the cortex at all or without entering 
certain parts of it. It is in this way that the renal lesions of 
eclampsia are produced. 

Even without an increased compression, the secretion of urine 
affects the blood-flow through the kidney. Brodie tells us: (1) that 
the injection of any diuretic causing a free flow of water, causes 
the kidney to swell and to become tense and hard; (2) that under 
these conditions, clamping the renal vein has no further effect on 
the renal volume; (3) that with one kidney decapsulated and the 
other untouched, diuresis causes a greater swelling of the decap- 
sulated organ; and (4) that with diuresis in play and the renal 
capsule intact, clamping the ureter causes the kidney to become 
‘falmost bloodless.’’! 

How, in this last case, does the kidney become almost blood- 
less? Brodie gives a figure showing the state of the cortex 
produced by (sulphate) diuresis (in the cat). The distension of 
Bowman’s capsules and especially of the convoluted tubules, absent 
in the resting kidney, are the conspicuous features. The distension 
arises even when urine is flowing freely through the medulla and 
from the kidney. But if the ureter be clamped, marked changes 
occur. Among others, the tubules in the cortex present a greater 
lumen than is found during ordinary diuresis. (Brodie"). Not 
only, then, is the distension of the cortical tubules exaggerated, but 
according to Brodie, the kidney becomes almost bloodless. It is 
clear that the distension of the cortical tubules, reacting with the 
capsule investing the organ, so compresses the capillaries about 
them as to obstruct the blood-flow through, thus producing the 
almost bloodless state. 

One difference between the state of the kidney produced in this 
way and that occurring in eclampsia is that in the former diuresis 
has been artificially induced and the ureter clamped, while in the 
pre-eclamptic or anuric patient the desired diuresis is prevented 
otherwise. Although in pregnancy the ureter may become kinked 
and proximally dilated, and although such may be found in cases 
of eclampsia, the obstruction to the exit of urine from the renal 
cortex is produced differently. Other than this, the physical con- 
ditions are similar. The necessity for a diuresis is similar. That in 
pre-eclampsia a diuresis is to be desired is indicated by the oliguria, 
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FIG, 2. 


A high power view of the centre of the field seen in Fig. 1. 
The capillaries are scanty and compressed into narrow triangular 
slits by the distended tubules. The cells of the tubules, for the 
most part, are not degenerated. 











Section of kidney from a case of eclampsia, showing the inter- 
mediate zone and adjacent parts of the cortex and medulla. (From 
the same slide as Fig. 1). The dilatation of the cortical tubules and 
the haemorrhagic state of the medulla are conspicuous. 


From a case of eclampsia, showing vascularity of the medulla. 
From a slide lent by Dr. Mackarell. (Leicester). 



















Section of a papilla from a case of eclampsia. (Low and High 
power). The distension of the vessels with blood is considerable. 
(From the same slide as Figs. 1 and 3). 
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Transverse section of a sheep’s kidney, twice natural size, showing 
how the cortex envelopes the medulla and how a compression of the 
organ must affect the medulla and especially the papille. 
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perhaps the most important sign of an impending eclampsia. It 
cannot be believed that the oliguria is an expression of the needs 
of the body : thus, the cause of it must exist in the kidney. It must 
either be produced by a constriction of the renal arterioles, a refusal 
or an inability of the renal cells to work, or an obstruction to the 
outflow of urine. The untenability of the first two hypotheses is 
shown by the state of the kidney in eclampsia and puerperal 
anuria—that is, by the state of the Malpighian corpuscles and of 
the convoluted tubules. 

According to Brodie, ‘‘in the resting kidney, the glomeruli are 
far from conspicuous, and have to be sought for. In the active 
kidney, on the other hand, they stand out at once as the most con- 
spicuous objects in the field of view.’’! But in sections of the 
eclamptic kidney, the glomeruli are highly conspicuous—they are 
rendered so by the Bowman’s capsules, which are distended with 
fluid. Clearly, then, the oliguria or anuria is not due to a vaso- 
constriction of the renal arterioles or to a primary inability of the 
glomeruli to work. In eclampsia, the Malpighian corpuscles have 
been doing all they can to produce a diuresis. If their activity is 
suspended, it is because the fluid they form cannot escape, the 
pressure producing a glomerular change, its crumpled form and 
poorness in blood (Fahr'). 

The cortical tubules and their related capillaries are in a similar 
state. The tubules are conspicuously distended—a feature, which 
though not dwelt on, is mentioned by others (e.g., Prutz® and 
Fahr5). Ina section of mine, this is seen in all parts of the cortex : 
and well under the high power (Figs. 1 and 2). It is clear that the 
cells of the tubules, which are no deeper than,a nucleus is thick, 
have been flattened by compression, the result of the tubular dis- 
tension ; and that the capillaries, seen as tiny triangular channels, 
have been compressed to such by adjacent parts. 


In puerperal anuria, the same distension of Bowman’s cap- 
sule and of the cortical tubules is found. In two such cases, in 
each of which convulsions had occurred, Clifford White decapsu- 
lated a kidney and removed a small piece : he found marked dilata- 
tion of the tubules present.!3 In a somewhat similar case, I repeated 
his experiment : in spite of the degeneration of the cells in my case, 
the distension of the tubules is the conspicuous feature. 


It is perfectly clear, then, that in eclampsia and in puerperal 
anuria, an attempted diuresis has been in play. The blood-supply 
to the cortex, until checked, has been maximal: the cells of the 
glomeruli and of the tubules have been working as fully as possible 
—the highly concentrated urine such as is passed indicates that 
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the cells of the cortical tubules, up to the time of their forced 
inability at least, have not been inactive. How can this state of 
things be explained? The only interpretation is that an obstruction 
to the outflow of urine from the cortical tubules somehow has arisen. 
Where and how? Since an obstruction does not exist distal to the 
kidney, the only possibility is that it occurs in the medulla. 

What, then, is the state of the renal medulla in eclampsia? 
We can say at once that a congestion is the outstanding feature. 
Dakin (1897) laconically states that ‘the cortex is pale, the pyra- 
mids congested.’’? In a case of suppression occurring in a iii-para, 
seven months pregnant, the subject of chronic nephritis, Jardine 
states that ‘‘the arteriz rectze seem congested’’ (Case 11).6 In 
another case, one of post-partum eclampsia in which the sym- 
metrical necrosis of the renal cortices was found, the same author 
states that ‘‘many of the small straight vessels of the medulla are 
congested. . . .’” (Case 10).6 Solomons and Bourke (1928), in a 
somewhat similar case, similarly state that the vase rectz were 
congested.!° 

The same congestion is found in ante-partum eclampsia. Prutz 
(1892) notes the condition thus: ‘‘Veins and capillaries very wide, 
stuffed full, especially in the medulla.’’ (Case 3); ‘‘ Vessels of pyra- 
mids wide.’’ (Case 12).8 In Hinselmann’s book, Fahr writes: 
‘Capillaries of the medulla well filled, individual small stases in 
the cortex.’’(Case 12); “Capillaries in the medulla very markedly 
filled, in the cortex poorly.’’ (Case 13). Fahr indeed gives a picture 
of the medulla which is remarkable.* The absence of any con- 
spicuous dilatation of the uriniferous tubules, and the strange 
‘“‘*hemorrhagic’’ state of the medulla is to be noted. Fahr presents 
the picture to show the presence of ‘hemoglobin cylinders’’ in the 
collecting tubules: there is reason to believe that the condition is 
simply and solely the expression of a congestion of the medulla. 


Two cases of my own, one of anuria, the other of eclampsia, 
confirm these impressions. In the medulla of each, numerous 
vessels containing blood, apparently capillaries, are conspicuous— 
a feature not seen in the cortex. (Fig. 3). In the cortex the capil- 
laries, besides being very much smaller—scarcely being visible 
except under the high power—are relatively scanty. In the medulla 
occur stretches in which the tubules have been cut longitudinally, 
showing many blood-filled capillaries, and in the anuric case, here 
and there, some evidence of oedema. In the eclamptic case, which 
clinically ran a very acute course, the medulla is riddled with spaces 





*Hinselmann’s Book. Fig. 16, p. 247. 














Eclampsia and its Renal Lesion _ 347 


which do not seem artefacts and which certainly are not all urin- 
iferous tubules. In a slide kindly lent me by Dr. Mackarell (of 
Leicester), in spite of the faint staining, one can see under the high 
power, crowds of these spaces filled with blood. (Fig. 4). There is no 
evidence that these are tubules: they appear to be capillaries. 
Especially prominent in my section are the large round capillaries 
containing blood, seen at the free surface of the medulla( i.e., of 
some papilla). (Fig. 5.). Cut at right angles to their course, they 
appear close against each other, almost abutting on one another, 
forming a layer between the free surface of the papilla and the renal 
tissue of which they form part. In calibre they equal or more often 
surpass the collecting tubules. Similar vessels, distended with 
blood, appear in the medulla at its junction with the cortex. 
Nothing like this vascularity is seen in the cortex. Nor judging 
from the cat’s kidney, does it occur in the normal medulla. The 
medulla, in eclampsia, clearly is congested, even after death—at 
a time, that is, when tensions have subsided. It seems then, 
reasonable to suppose that during life, during the development of 
the disease, when tensions are in play and the aortic blood-pressure 
operative, the capillary distension in the medulla is considerable, the 
part being engorged with blood, sufficient to block the uriniferous 
tubules. 





That the uriniferous tubules are blocked in this way becomes 
more easy of acceptance when their circuitous course is remembered. 
That it occurs is shown not only by the absence of a diuresis when 
a diuresis is necessary for the well-being of the patient; but also 
by the observation that if a diuresis can be induced, casts in plenty 
may be passed. This has been especially noticed after decapsula- 
tion. Indeed, in one of Clifford White’s cases, ‘‘casts were absent 
till the day after operation’’—that is, when the secretion of urine 
had begun again. The phenomenon showed, as Clifford White 
stated, that the collecting tubules were blocked before the operation. 
But if the uriniferous tubules in the medulla are blocked, how can 
they become blocked except by a compression of the whole kidney 
in which the medulla, invested by the cortex, is implicated; or, 
after the relief of the compression, by an engorgement of the 
medulla with blood ? (Fig. 6). 

In this respect, the proneness to oliguria of strong primi- 
gravid, of women bearing twins, and of women with progressive 
concealed accidental hemorrhage, is to be noted. The oliguria, 
presumably, is instituted by direct pressure on the renal medulla ; 
but it is maintained during resting periods by the vascular engorge- 
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ment of the medulla, which the decompressions permit. The de- 
compressions which naturally occur—for instance, with rest—do 
not commonly suffice to relieve the kidney: the distension of the 
cortical tubules persists. It persists because the urine in the cortical 
tubules cannot escare sufficiently quickly ; for at the very moment 
this tends to happen, the medulla is flooded with blood. Usually, 
if not always, the oliguria is associated with a raised aortic pres- 
sure.* Clearly, with decompression, if the blood cannot enter the 
cortex because the urine cannot escape, and the aortic pressure is 
sufficiently high, the medulla will be flooded with blood and under 
considerable pressure. 

The degree of this change naturally controls the event. When 
the decompression is great, a greater effect would be expected. 
Thus, delivery of the pre-eclamptic or eclamptic patient sometimes 
makes her worse—in the former, fits may appear; in the latter, 
they may continue or become exaggerated. The looked for diuresis 
does not occur: on the contrary, the oliguria persists or becomes 
accentuated. Even in the non-pre-eclamptic patient, delivery at 
times is followed by anuria. Fits may appear or not: if they do, 
it is because the liver also has become implicated and the patient 
has been unwisely fed. How can the anuria be explained ? We can 
only suppose that the kidneys were in a state of stress at the time of 
the delivery : that all the cortical tubules were greatly or maximally 
distended and the capsule investing the organ already tight. On 
emptying the uterus, the compression of the kidney is greatly 
reduced; but the organ, because of its capsule, cannot expand. 
Thus, blood from the renal artery is unable to enter the cortex ; and 
is thus forced into the expansile medulla, engorging this part, 
effectually preventing the outlet of urine. 

The validity of this conception is established by the effect of 
decapsulation, performed on the anuric patient at a time when the 
cells of the cortex have not yet perished. The secretion of urine 
begins again, and the patient is saved, as numerous records demon- 
strate. The operation clearly acts by relieving the tension in the 
cortex: as a result of this, blood again enters the cortex—thus it is 
that the cortex immediately swells, or when the renal capsule is 


*It has been stated that a high blood-pressure does not always occur 
with eclampsia. Thus, Davidson is reported to have referred to the high 
mortality in cases with low blood-pressure and to have attributed this to 
a profound affection of the myocardium by the toxzemia.4 

Stroganoff has emphasized that the heart may fail as a result of many 
fits: The question before us is : What is the state of the heart and of the 
blood-pressure during the genesis of the tox@mia—at a time, that is, that 
the oliguria is developing? 
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simply split that the cortex bulges through the slit. | But the entry 
of blood into the cortex simultaneously lessens the amount of blood 
entering the medulla: thus the pressure in the medulla falls, thus 
the compression of the medullary tubules is reduced, thus urine 
begins again to escape from the cortex, thus the pressure in the 
cortex tends to fall further, thus more blood can enter and even 
traverse the cortex, thus the secretion of urine begins again. In this 
way is this vicious circle broken. A necessary condition, obviously, 
is the absence of extensive thrombosis of the cortical vessels and 
a not too marked or an absent degeneration of the cortical cells. 
The success of the operation thus demonstrates the absence of early 
thrombosis and the absence of early degeneration of the renal cells, 
as causes of the condition. So also again do we see the absence 
of a renal vaso-constriction demonstrated. 

In the same way does the effect of persistent rest on the pre- 
eclamptic patient and of emptying the uterus in many cases of 
eclampsia show that in pregnancy the same forces are in play. 
In spite of the teaching of the last few years, it is still a common 
experience that emptying the uterus cures the eclamptic patient. 
It can only be explained by supposing that in such cases the kidney 
is still expansile and that with the decompression it does expand. 
If the cortex can be caused to expand, it matters not whether such 
expansion occurs by relieving the pressure on the kidney or by 
incision of the capsule. However the expansion is induced, the effect 
is the same: medullary turgescence is lessened and the secretion of 
urine again occurs. 

How, then, can the degeneration and necrosis of the cortical cells 
be explained? Is it the result of the distension of the cortical 
tubules, or does it occur independently ? The question is not difficult 
to answer. It is clear that the distension of the cortical tubules is the 
primary change: that if a degeneration of the cells ensues, the 
degeneration is secondary to the tubular distension and dependent 
on it. The common, if not universal relation of eclampsia with a pre- 
ceding oliguria, and the treatment of eclampsia—getting the kidneys 
to act—supports this opinion. Clearly, if the distension occurs first, 
the degeneration is explained: for the distending tubules, reacting 
with the capsule of the organ (or with the pressure caused by adja- 
cent parts), compress the surrounding capillaries, in time produce 
an ischemia, rendering the cortex ‘‘almost’’ or quite bloodless. A 
blockage of the medullary tubules, however caused, must have the 
same effect on the cortex, as regards the blood-flow through, as 
clamping the ureter has on the whole kidney with diuresis in play. 
And that a cessation of the blood-flow through the cortex, if it last 
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long enough, will produce a degeneration or even necrosis of the 
cortical cells will be admitted. Indeed, Miller, speaking of sym- 
metrical necrosis of the kidney, said he had ‘‘seen an analogous 
condition due to embolic obstruction of the entire renal artery, in 
which the appearances in the kidney were the same except that the 
medulla as well as the cortex was involved.’”? 

It is plain that the well-being of the renal cells depends on their 
blood-supply and that if this is cut off they must degenerate and 
necrose. It is clear that in puerperal anuria, the blood-flow through 
the medulla is at least maintained—we have given reason to believe 
it is increased. It is thus not surprising that the medullary cells 
should not suffer. And since the medullary capillary network is 
continuous with the (secondary) cortical capillary network, a reason 
why the inner third of the cortex escapes destruction is apparent. 
The blood-flow through the medullary capillary network, increased 
in volume and under greater pressure than normal, is not limited 
to the medulla: it spreads into and affects the adjacent part of the 
cortical capillary network ; thus, it is not surprising that the cells 
in this part should be maintained in a living state. 

The lesion of the kidney in puerperal anuria differs from that 
found in eclampsia only in degree: in eclampsia, the distension of 
the cortical tubules and the engorgement of the medulla are similar ; 
and it is reasonable to believe that the degeneration found is due to 
the same cause—an ischemia of the cortex. That this should be 
less extensive in cases of oliguria than in anuria, and that it should 
vary with the duration of the process, are the only possible deduc- 
tions. 

The conclusion is that the renal lesions of eclampsia are deter- 
mined by mechanical forces. All the evidence of eclampsia, hither- 
to considered, indicates that the disease is the result of dynamic 
stresses, the strain of living during the state of pregnancy. The 
renal lesion falls into line—its peculiarity, its so-called specificity, 
supporting the mechanical theory. 
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Quinine Induction.* 
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F.R.C.S. (Edin.). 


Hon. Assistant Gynecological Surgeon, David Lewis Northern 
Hospital; Hon Assistant Surgeon, The Liverpool and Samari- 
tan Hospital for Women; Hon. Assistant Surgeon, The Liver- 
pool Maternity Hospital. 


THIS investigation was undertaken because we had been im- 
pressed at the Liverpool Maternity Hospital by the deaths of 
certain children for which no cause could be discovered following 
induction of labour by means of quinine, either alone or in 
combination with other drugs or mechanical methods. Fellow 
obstetricians have mentioned, in conversation, that they have 
had similar experiences. 

Only two references to such occurrences have been found in 
the literature, and there are no figures to show the frequency with 
which this accident occurs. We wish to express our indebtedness 
to the Honorary Staffs and Registrars of the following hospitals 
who have supplied us with figures and details on which to base 
a calculation of this frequency :~-The Belfast Maternity Hospital ; 
St. Mary’s Hospital, Manchester; The Royal Maternity and 
Simpson Memorial Hospital, Edinburgh; The Jessop Hospital, 
Sheffield; Queen Charlotte’s Hospital, London and the Liverpool 
Maternity Hospital. The cases taken are unselected in that they 
include all cases of induction of labour for which quinine was 
used, excluding those in which the indication was intra-uterine 
death of the foetus. The quinine has been administered on two 
plans, (a) as a rule, ten grain doses at hourly intervals up to 
a total of thirty grains; (b) in ten grain doses, the second dose 
two hours after the first, the third three hours after the second 
and the fourth four hours after the third. 


*Read before the Seventh British Congress of Obstetrics and Gynecology, 
Dublin, April, 1929. 
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In order to arrive at the number of stillbirths for which no cause 
can be found the column ‘‘Corrected number of still-births’’ has 
been prepared by subtracting from the “Total number of still-births” 
all those cases in which the death of the child is, or could be 
accounted for by some maternal or foetal complication. Among 
these the following are included :—intracranial hemorrhage, 
craniotomy, forceps deliveries for foetal stress as evidenced by 
alterations in the foetal heart sounds, hydrocephalus, anencepha- 
lus, accidental hemorrhage, placenta praevia and maternal toxemia. 


























TABLE I. 
‘Total Total Corrected 
Hospitals. Prep. of quinine No.of No.of. No. of 
‘ used. Inductions. Still Stil) 
Births. Births. 
BELFAST, Quin. Sulph. 92 2 I 
EDINBURGH. 
Royal Maternity and i 
Simpson Memorial Quin. Sulph. with 
Hospital. HCl. dil. 86 7 2 
LIVERPOOL. 
Liverpool | Maternity 
Hospital. Quin. HCI. 347 20 6 
LONDON. 
Queen Charlotte’s 
Hospital. Quin. Sulph. 70 8 2 
MANCHESTER. 
St. Mary’s Hospital. Quin. Sulph. 63 3 2 
SHEFFIELD, 
The Jessop Hospital. Quin. Sulph. 57 6 1 
SHEFFIELD. 
Nether Edge 
Maternity Hospital. Quin. Sulph. 50 fc) oO 
Totals. 765 14 


This table then shows 14 unaccountable still-births in 765 cases 
of induction or 1.83 per cent. Certain details of these cases have 
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been collected and are set out in Table II]. For the sake of com- 
pleteness the cases from the literature are included. From this 
Table it will be seen that the foetal heart sounds ceased within 36 
hours of what may have been the fatal course of quinine in eleven 
cases. None of the mothers showed evidence of severe quininism. 
Slight vomiting or tinnitus was all that was recorded but these 
symptoms occurred also in no less degree among: patients whose 
children were born alive. In three of these the patient had passed 
into the second stage of labour before the foetal heart sounds 
ceased and therefore the quinine may not have been alone 
responsible for foetal death. This reduces the possible deaths due 
to quinine to eight (deaths recorded in the literature excluded) in 765 
inductions or 1.04 per cent. It will be noticed that the amount of 
quinine is not responsible for foetal deaths as several occurred 
when only one course was given. When several doses were 
given the interval between doses cannot be the fatal factor, for in 
patients, whose children survived, the intervals of administration 
of the drug varied from one to fifteen days. 

As evidence of the deleterious effect of quinine on the foetus 
Porak? and Runge‘ state that after administering the drug to 
the mother they found that the foetus more often passed meconium 
during delivery, that the new-born child was more frequently 
jaundiced and that it did not thrive as well after delivery. An 
examination of these points was undertaken among deliveries in the 
Liverpool Maternity Hospital. The notes are not sufficiently full 
to allow of any analysis on the subject of neo-natal jaundice. We 
cannot regard the details as completely satisfactory in regard to 
the passage of meconium but those available show that meconium 
was passed seven times in 108 cases of quinine induction i.e. 6.4 
per cent and twice in 185 normal labours i.e. 1.8 per cent. Closer 
investigation of the nine cases in which meconium was passed 
shows that in seven cases there was considerable disproportion 
between the child’s head and the maternal pelvis leaving only 
one case in the induction group and one case in the normal 
labours in which the passage of meconium cannot be accounted 
for on clinical grounds. To these should be added one case in the 
induction group in which the membranes were ruptured artificially 
and the liquor amnii at that moment found to contain meconium. 
Correcting the figures, we find meconium passed twice in 108 in- 
duction cases, i.e., 1.85 per cent, and once in 185 normal labours, 
i.e. 0.54 per cent. Runge states that meconium was present in 
the liquor amnii at the time of rupture of the membranes in 25 
per_cent of the' 36 patients to whom he gave quinine. 

‘Accurate figures of gain or loss in weight, from the day of 








Date and hour 











Maturity in Date and hour foetal heart 
days when of 1st dose asia: hid 
quinine of quinine. ™ a 
commenced. heard. 
Liverpool 1 286 (a) 6 a.m. 19. 8.26 
(b) 6 a.m. 24. 8.26 6 p.m. 25. 8.26 
2 294 6am: §G.-4/27 2a.m. Q. 4.27 
3 295 7 p.m. 16. 5.28 TT ass: 1735-29 
4 Unknown, (a) 8 a.m. 3. 3.28 6 a.m. 3.28 
Induction for (b) 5 p.m. 4. 3.28 
post - maturity, 
child weighed 
6 lbs. 14 ozs. at 
birth. Length 
21 inches. 
5 273 (a) 2 p.m. 30. 4.28 Giaem.= 1.15.26 
(D) “5: pam: ~$.5.25 
(c) 7 pm. 9. 5-25 
6 281 (a) 9 a.m. 12. 5.28 
(b) 8 a.m. 15. 5.28 6 p.m, 15. 5.28 
Edinburgh 1 287 2pm. 3.7.20 7.20pm. 4.7.20 
2 287 8.15 p.m. 21. 8.26 ? 2:09:26 
Manchester 1 263 6 p.m. 11.11.28 3.30 p.m. 11.11.28 
2 260 Sop. ti. 5.25 7:20 2.1. 12. 5.28 
Sheffield 273 12 noon 28. 7.28 Ir a.m, 1. 8.28 
Belfast 284 (a) 6 a.m. 24. 4.26 Shortly before 
(b) 6 a.m. 26. 4.26 4.50 a.m. 3. 5.26 
(c) O'’asm. 2. 5:20 
London I 280 ip m.03. S524 no note 
2 280 4.30 p.m. 3.10.24 6 a.m, 4.10.24 
Torland1 284 Sopein.- 42 4:28 ? 10 p.in, 4. 4.28 
Gellhorn2 1 276 9 a.m. 20.10.25 Evening 20.10.25 
2 (a) rae 8.17 ces 
(b) 12, 9:17 
(c) 14. 8.17 





TABLE Il. 





Interval 


between Ist Date and hou 
dose of of onset of 

quinine and labour. 
silence. 


(a) 6% days 


(b) 36 hrs. 9 a.m. 25. 8.2 
20 hrs. io p.m. 8. 4.2 
16 hrs. TT pane 16; °§:2 

(a) 22: hrs: 10 p.m. 4. 3: 

(a) 16 hrs. 10 p.m. 9. 5: 


(a) 3% days 


(b) 10 hrs. A ainy 16595: 
17% hrs. 12:40 pm. “4s 7 
12 days I2 noon 3. 9. 


21% hrs. Saline DEEL. 
16% hrs. O a.m, 32. 5, 
4 days ? 20:7: 
(a) 9 days Sepa. 2545; 


(b) 7 days 
(c) 25 hrs. 


— 6 pane 13. °s. 


13% hrs, 11.30 pa. sok 
? 5 hrs. — 
12 hrs. 12:21:25 


ABLE Il. 





‘e and hour 
f onset of 
labour. 


1.1m. 
».m, 


.] 


.m. 
p.m. 


Ww ¢ 


p.m. 


wn 


A.in, 16, 


p-in, 
noon 


4. 


0 


7.26 
9.26 


a.m. 
a.m. 


II.1I. 


I2. 


oO 


29. 


“I 


p-m. 


to 


p.m. 13. 8.24 


p.m, 3.10.24 


nd 
nd 


ur 


Date and hour 
membranes 
ruptured. 


5.40 a.m. 27. 8.26 
3.30 a.m. 9g. 4.27 
IT p.m. 4. 3:28 
7.30 a.m. 10. 5.28 
4.30 a.m, 16. 5.28 
3.30° pi: 4217.26 
12 noon 3. 9.26 
1.40 p.m. 11.11.28 

7 a.m. 12. 5.28 
6.15 p.m. 1. 8.28 


No. F.H.S. 


5.40 a.m. 16. 8.24 


6 a.m, 4.10.24 





a te al ee Sk le a 


Remarks 





No. of 
hours in 
Date and hour 2nd stage 
child born. before 
silence. 
8 a.m. 27. 8.26 nil 
4:45 ai. 924.27 nil 
12.40 p.m. 17. 5.28 -— 
11.40 p.m. 4. 3.28 nil 
10.10 a.im. 10. 5.28 nil 
10.50 p.m. 16. 5.28 nil 
10.25 p.m. 4. 7.26 4 hrs. 
Il a.m. 4. 9.26 — 
3.35 p-m. 11.11.28 2 hrs. 
7.40 a.m. 12. 5.28 20 mins. 
8.25 p.m. 1. 8.28 nil 
4.50 a.m, 3. 5.20 — 
7 a.m. 16. 8.24 --- 
7.45 a.m. 4.10.24 nil 
gam. 5. 4.28 — 
14.11.25 = 


No post-mortem. 

Much meconium passed when mem- 
branes ruptured. No lesion found 
post-mortem. 

No lesion found post-mortem. 
Foetus meconium stained; some 
peeling of scrotum. Patient felt 
no movements after 3.3.28. 


Foetus macerated. 
No post-mortem. 


Some peeling of scrotum. 


No post- 
inortem. 





Low forceps. 





No post-mortem. 
No post-mortem. 


No post-mortem. 


No post-mortem. 


Child macerated. 
No post-mortem. 
No Note. 


Mother developed acute quinism 
7 p.m. 4.4.28. Post-mortem on baby 
showed blood in both pleural sacs, 
pericardium and peritoneum and 
an acute tubular and glomerular 
nephritis. 

Nothing 
mortem. 

On 22.8.17 patient had not felt life 
for several days and no fcetal heart 
sounds could be heard. 


abnormal found 


post- 
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delivery to the tenth day after delivery, are available in 201 cases 
of quinine inductions and these have been compared with those 
of the children from: 200 consecutive normal deliveries in the same 
period. Table III sets out the results in comparison with Runge’s 


figures. 
TABLE IIL. 


Source No of Average Aver pen er 
Cases Mature We' 
in Weld at Berth ae te Day 





4222. ove, — 49 gems 
Runge 100 WWhbs I 1oz5 —4: lA ors 





Normal 


Deliveries Liverpook 


530 arms HVAT gems 
Maternit 200 8 eels 
Hospital T\bs bh. bo2s + Ohbozs 





22 4241 grms — 2 gims 


Runge Tes £5025 — 1402s 





Received Liverpool 
Quinine Maternut 20) 49-99 429% gins — 131 lems 
Hosprtal Y Tihs k:SLo2 — O-bo2 











It will be seen that, judged by the average weight at birth, 
these groups are comparable and that in Runge’s cases the 
average difference at the tenth day was four ounces whereas in the 
larger series of cases now presented it is only one ounce which ‘s 
hardly significant. 

The problems which demanded investigation from the phar- 
macological standpoint were (1) the rate of excretion of quinine 
by the mother and (2) the presence or absence of quinine in the 
foetus following its administration to the mother. 


Rate of excretion of Quinine by the Mother. 

The rate and period during which quinine is excreted by the 
organism have been examined by many investigators who have 
used different methods, recognised by pharmacologists for its 
isolation, with somewhat variable results. Merkel® states that 
only 12 to 14 per cent of quinine given by mouth is recoverable 
from the urine, but according to Schmitz® 26 to 30 per cent is 
excreted there within 48 hours. With continuous dosage he found 
the daily excretion averaged 27 per cent (+ or —8 per cent) while 
after subcutaneous injection the average daily excretion is only 
16 percent. The remaining quinine, he considered, was destroyed 
by the tissues which, however, did not ac quire increased ability 
to metabolize quinine when this was continuously administered, 
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Baldoni,’ while testing various methods for isolating quinine, 
concluded that the excretion of quinine was complete in 24 hours, 
but Porak,® identifying the quinine by the thalleioquin test and 
estimating it by nephelometry with Mayer’s reagent, found, 
by examining the urine every two hours after a single dose, that 
excretion occurred in three stages: an initial stage with only traces 
of quinine, an intermediate stage, four to ten hours after admini- 
stration, exhibiting much increased elimination, and a terminal 
stage when only traces were excreted. During continuous 
quinine administration’ he found only 30 to 4o per cent could be 
recovered from the urine. 

Hartman and Zila,® using the galvimetric method of H. H. 
Mayer, which they found was erroneous by only —2 or +8 per 
cent, found the total excretion by urine to be between three and 25 
per cent, of the dose, with marked variations both as to the amount 
and time of excretion. Usually the excretion of 0.5 gms. of 
quinine orally administered began soon after administration, 
reached a maximum between the fourth and eighth hour and 
finished between the 28th and 32nd hours. Léwenstein and 
Neuschloss,!° however, state that the greatest excretion occurs two 
to five hours after oral administration and elimination finishes 
in 12 hours, while Lacaze and Valdigruie" found the maximal 
excretion to occur four to ten hours after administration but to 
be delayed in severe nephritis or cardiac decompensation. Rams- 
den, Lipkin and Whitley’? found that the kidrey excreted quinine 
at a much higher concentration than that present in the blood, 
but they found the excretory power of the kidney lowered in a 
case of blackwater fever in which the acme of excretion was 
reached only after 24 hours. They observed that the termination 
of the excretion period varied from 41 hours after a single dose 
by mouth to 7} days after the last of a succession of doses. The 
percentage of quinine excreted varied between 23—24 per cent 
after single doses, whereas individuals taking successive large 
doses metabolized about go per cent of the quinine administered. 

In the present inquiry it was desired to know the period during 
which the quinine was in high concentration in the body and it 
was considered that an adequate clinical criterion would be 
obtained by finding the period of maximal concentration in the 
urine and by assuming that the period of maximal concentration 
in the body preceded, or was concurrent with, the period of rapid 
excretion from the kidney. If this period could be fixed within 
certain hours, it would then be possible to say whether foetal 
deaths—as determined by cessation of heart sounds—following 
quinine administration might be attributable to quinine. 
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Method of isolation. 

The urine was first acidified with tartaric acid and thoroughly 
shaken in a separating funnel with ether, the ether layer was 
removed and this operation repeated three times; this ether re- 
moved impurities but no quinine from the urine, the alkaloidal 
salt being more soluble in the watery medium, The urine was 
then rendered alkaline with sodium hydrate to liberate the free 
alkaloid and again shaken thoroughly with three successive 
portions of ether; into this second ether series, the free alkaloid— 
being more soluble in ether than in water—passed. The ether 
was evaporated on a water bath in a tared glass vessel and the 
weight of the residue recorded. The residue was dissolved in 
from three to five drops of distilled water rendered acid with 
hydrochloric acid and the solution tested by the following re- 
agents :—-(a) Mayer’s Reagent (Mercuric Potassium Iodide 
Solution) a general alkaloidal reagent, which gives a white pre- 
cipitate with quinine solutions as weak as 1 in 40,000. 

(b) Watson’s Reagent—A few drops of alcoholic a-naphthol 
containing two drops of concentrated sulphuric acid per c.c. of 
solution added to quinine solutions give a pale yellow precipitate. 
Delicacy 1 in 1,000. Not specific for quinine. 

(c) Thalleioquin Test, by which quinine solutions, after the 
addition of a little chlorine or bromine water, give on adding 
ammonia a bright green colour. Delicacy 1 in 2,000. 

(d) Jaworowski’s Reagent, a freshly prepared mixture of equal 
parts of 10 per cent sodium hyposulphite and five per cent copper 
sulphate solutions, with which quinine solutions give a yellow 
amorphous precipitate. Delicacy 1 in 4,000. 


Preliminary Test. 

In order to ascertain to what extent we were able to recover 
quinine which had been added to urine, 20 mgm. of quinine hydro- 
chlorate were added to 120 cc, of normal urine and the extraction 
carried out as described above. The weight of the residue of pure 
quinine was 17 mgm. and, on being dissolved, it gave a dense pre- 
cipitate with Mayer’s reagent and a strong thalleioquin reaction. 
One may claim to recover, therefore, about 85 per cent of the quinine 
in urine. 


Urine from parturient women. 

Tests of the urine from parturient women, who received three 
doses at hourly intervals of 10 grs. of quinine hydrochloride— 
a total of 1.944 gms.—showed that there were decided variations 
in the rate and amount of excretion of the quinine. Our experi- 
ments show that normally the peak of excretion is reached between 
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the 6th and 8th hour after the administration of the first dose and 
that considerable but declining excretion continues for at least 
36 hours. 

Among individuals showing this rapid peak of excretion, we 
have, however, noted two types, one which excretes a high 
concentration of quinine, and one which excretes only low con- 
centrations. Persons of the first type may excrete from 60 to 80 
mgm. (in one case 200 mgm.) per 100 cc. urine while those of the 
second type eliminate maximal amounts of only 10 to 30 mgm. 
per 100 cc. urine. It might reasonably be assumed that, in the 
former type, the renal permeability to quinine is high while, 
perhaps, tissue destruction is low; and that, in the latter type, 
renal permeability to quinine is low and that the disappearance 
of a large proportion of the quinine is to be accounted for by 
tissue destruction of the alkaloid. 

We have also met two examples of a second mode of excretion 
in which the peak is delayed for 17 to 22 hours after the 
administration—comparable with the delayed acme noted by 
Ramsden! et al: in a case of blackwater fever-—and, of these 
two, one showed a high excretory ratio (80 mgm. per cent) and the 
second a low (11 mgm. per cent). The cases so far examined are 
too few upon which to dogmatize but, if we can establish further 
cases showing this slow rate of excretion, it may be possible to 
explain the etiology of quininism upon a more logical basis than 
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idiosyncrasy, namely upon delayed excretion associated probably 
with defective tissue metabolism of the alkaloid. 

The four types of quinine excretion are shown in the Graph. 

These investigations have demonstrated that the maximal, 
concentration of quinine in the tissues of the mother is to be 
anticipated about the 6th to 8th hour after the first dose and that 
the period of high concentration of quinine in the body may 
persist until the 36th hour after administration. Therefore, any 
deleterious influence of quinine on the foetus may be expected to 
occur normally about six or eight hours after the dose but; 
abnormally, may be delayed. The maximum percentage of total 
quinine excreted we have found to be 20 per cent but, owing to 
the uncertainty of collecting the total urine from parturient 
women, we have not specially investigated this point. 


Passage of Quinine from the Mother to the Foetus. 

Porak? seems to be the first to have observed that quinine passes 
through the placenta to the unborn child. He stated that, if 
one gm. of quinine sulphate were given to parturient women an hour 
and a half before delivery, the alkaloid could be found in the 
urine of the newly-born infant but not in the liquor amnii. 
Runge gave parturient women, several days before full time, doses 
of 0.25 to 0.5 gm. quinine hydrochlorate and stated that he iso- 
lated, and identified by the thalleioquin test, quinine in the infants’ 
urines which were removed, presumably by catheter, immediately 
after birth. 

It is only upon these early experimental results that the state- 
ments that quinine passes from the mother to the child are based. 
Nicloux’s,'’ Kehrer’s and Jung’s'® papers on the ‘‘Excretion 
of Drugs from Mother to Child,’’ which are frequently quoted, 
merely epitomize the findings of Porak and Runge. 

The problem was more carefully investigated by Plottier!® in 
1897. His method consisted in macerating the foetus in alcohol, 
acidified with tartaric acid, and, after evaporating off the alcohol, 
taking up the residue in water. The watery solution was first 
purified by shaking with petroleum ether, then made alkaline 
with ammonia and shaken with chloroform, Plottier injected 
three doses of 50 mgm. quinine hydrochlorate during one day 
into a pregnant guinea-pig but failed to isolate from the foetus, 
removed an hour and a half after the last dose, anything which 
gave a positive reaction for alkaloids with Mayer’s or Bouchardat’s 
reagents. 

The residue from the placenta he regarded as giving dubious 
results because, although it gave a negative response to the 
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thalleioquin test, it gave slight precipitates with Bouchardat’s and 
Mayer’s reagents. From the foetus of a cat, which had received 
three injections of 0.15 gm. quinine hydrochloride during one 
day, he obtained a residue which gave turbidity with Bouchardat’s 
and Mayer’s reagents for alkaloids but none of the special re- 
actions of quinine. From the cat placenta, however, he claimed 
a positive result because the solution was fluorescent although it 
gave no thalleioquin test. 


Experimental Work. 

Our experiments have been both laboratory and clinical. In 
order to isolate the quinine the foetus or foetal tissue was minced 
finely and heated on the water bath with three successive portions 
of water, acidified with tartaric acid (in one instance with hydro- 
chloric acid); the water was filtered off and the three filtrates 
united and evaporated to dryness on the water-bath. This residue 
was thoroughly extracted with alcohol, the alcoholic filtrate 
evaporated to dryness and the residue taken up in water. The 
watery solution while still acid, was shaken out three times with 
ether to remove impurities; and was then made alkaline with 
sodium hydrate and shaken out thrice with ether, into which the 
quinine should pass. The residue, from evaporating this second 
ether, was weighed and tested. 


Preliminary Experiment. 

A test experiment with this method showed that, if eight mgm. 
of quinine hydrocholoride were added to 100 gm. liver, we could 
recover five mgm. and the residue, on dissolving it in a little water 
acidified with hydrochloric acid, gave positive results with 
Mayer’s reagent and the thalleioquin test. 


Rabbit experiments, 

(1) A pregnant rabbit (weight 2,721 gm.) received by mouth 
on the days quoted as preceding littering the following doses ot 
quinine hydrochloride :-—1oth day, 0.06 gm.; 9th day, 0.06 gm.; 
6th day, 0.06 gm.; 5th day, 0.06 gm.; 4th day, 0.06 gm.; 3rd day, 
0.12 gm. 2nd day, 0.12 gm., and on the day preceding littering 
0,12 gm, (total 0.66). Two of the live litter were killed certainly 
less than twelve hours after birth; one weighed 41.5 gm. and from 
this material an impure residue, weighing 13 mgm. was obtained 
from ether. The residue gave positive reactions with Mayer’s 
and Watson’s reagents but absolutely negative results with the 
thalleioquin test, which was tried several times, and with 
Jaworowski’s test and showed no fluorescence. Careful reinvesti- 
gation of the material failed to prove the presence of quinine. 
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(2) A rabbit weighing 2095 gm. was believed to be 21 days 
pregnant; it received by mouth the following doses of quinine 
hydrochloride :— 21st day to 26th day 0.24 gm. daily, 27th day, 
0.12 gm.; 28th day, 0.24 gm.; 29th day at 10 a.m., 0.12 gm. at 
12, 0.12 gm, and at 2.30 p.m. 0.12 gm., (total in g days 2.16 gm.) 
it was killed at 4.30 p.m. on the 29th day. Two foetuses from this 
rabbit weighed 69 gms. and from the alkaline ether extraction a 
pure residue of 3 mgm. was obtained. This residue gave a positive 
reaction with Mayer’s and Watson’s reagents but a negative with 
the thalleioquin test and showed no fluorescence. Attempts to 


obtain a positive thalleioquin test from further extraction with 
chloroform were futile. 


Human Experiment. 

L.M., age 19, primipara, began labour at 10 p.m. on 1st Dec., 
1928; she received, to accelerate the labour, five grain doses of 
quinine hydrochloride on grd Dec., at the following times, 
8.30 a.m., 11.30 a.m., 2.30 p.m., 5.30 p.m., and 8.30 p.m., a 
total amount of 1.62 gm. Delivery of the first infant occurred at 
6.30 p.m., and of the second at 7.45 p.m. on the 4th December, 
that is within 24 hours of the last dose of quinine. Both infants 
were still born; the foetal heart sounds were last heard at 6.10 p.m. 
on 4th December. 

Our experiments on the rate of excretion of quinine in the urine 
of mothers indicate that it would be reasonable to anticipate that 
this mother would not have completely excreted this rather large 
dose of quinine before the infants were born and, therefore, if it 
is excreted through the placenta, the tissues of these infants should 
have contained quinine. 

No urine was found in either bladder, and the liver of the first 
born was examined. <A weight of 141 gm. liver gave a pure 
residue from ether of two mgm. and this residue, while giving a 
positive reaction with Mayer’s and Watson’s reagents, gave no 
thalleioquin reaction after repeated trials. The kidneys of both 
infants and the! liver of the second gave positive tests with 
Mayer’s, Watson’s, and Jarorowski’s reagents but again no 
thalleioquin reaction. 

Conclusions. 


It is clear from these experiments that it has been found 
impossible to identify quinine, following its administration to the 
mother in the rabbit’s or human foetus. The fact that these 
residues gave positive reactions with Mayer’s and Watson’s 
reagents may be proof that a substance of alkaloidal nature is 
present, but, in absence of the specific green colour of the thalleio- 
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quin test, it is practically certain that quinine in significant 
quantity was absent, because the residues were dissolved in 
0.2 cc. of water and the tests performed with drops on a watch 
glass; as, by this method, a positive thalleioquin reaction is easily 
obtained from a 1 in 2,000 quinine solution, it is obvious that the 
absence of the reaction implies that the residues could not have 
contained 0.1 mgm. of quinine—a proportion which is probably 
negligible. In view of our later results, this work will require 
careful repetition. 


Urine from newly-born Infants. 

We have examined the urines from five newly-born infants 
whose mothers had received 30 grs. of quinine hydrochloride, and 
the results we obtained are tabulated below :— 


TablelY | 
Excretion of Quinine in Infants Lirine. 
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Little importance can be attached to the third and fifth cases 
because the amounts of urine were too small but the positive 
results obtained from children born six and twelve hours after 
the administration of the quinine confirm the observation of 
Porak and Runge; the absolutely negative result when the birth of 
the infant was delayed for 21 hours will require confirmation, but, 
having regard to the delicacy of Mayer’s reagent for the detection 
of quinine, it is evident that this urine contained no alkaloid. 
Confirmation of this observation would raise the interesting 
question as to whether quinine which had been transferred to the 
infant and excreted by it could be re-absorbed and passed back 
to the mother—it could not, we imagine, be metabolized by the 
bladder epithelium. 
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From the fact that the residues obtained in the first two cases 
were quite pure—the first was even re-crystallized as the hydro- 
chloride-——we can say that the concentration in the urine was 0.015 
per cent. If we assume such concentration to be uniform in the 
body of the foetus it will represent in a newly-born infant, 
weighing 3 kilos 0.45 gm. (7 gr.) of quinine and, even bearing in 
mind Ramsden’s conclusion that the healthy kidney excretes 
quinine at a much higher concentration than that at which it is 
present in the blood, it cannot be denied that the concentration of 
quinine in the tissues of this infant may have reached an acme 
sufficient to give rise to toxicity in an infant more susceptible to 
the actions of the drug since 1 in 60,000 in an adult has caused 
“‘quininism.’’ Further investigation—particularly upon the sensi- 
tiveness of foetal tissues, e.g., cardiac muscle, to quinine— is 
necessary before we can form a decided opinion. 


Table V 
Blood Wom Placental end of Cord. 
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Blood from placental end of cord. 

Table V shows the results which were obtained by examining 
the foetal blood. It will be noted that they are either doubtful 
or negative, with one exception in which Mayer’s reagent gave 
a distinct precipitate. We are unable to offer a satisfactory 
explanation of the fact that in Case 1 the urine from the infant 
contained quinine; it may be, however, that excretion into the 
urine of the alkaloid, conveyed to that infant, had been completed 
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Table Vi 





Excretion of Quinine inlo Liguor Amnii 
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at the time birth took place. Here again, examination of many 
cases will be necessary before we can reach definite conclusions. 


Liquor Amnii. 

The next table demonstrates a new fact, namely, that quinine 
passes into the liquor amnii in quite appreciable amounts and 
can be found there between the ninth and eleventh hours after its 
administration to the mother. How much longer it may persist 
there we cannot yet say, but it appears to undergo re-absorption into 
the maternal tissues as we fail to find any in specimens of liquor 
amnii obtained 40 or more hours after the quinine was given. Its 
absence after this time can, of course, be correlated with the 
previously stated fact that its excretory concentration in the 
maternal urine has materially declined after 36 hours. 

With regard to the amounts found in the liquor amnii, it 
should be stated that considerable difficulty was at first experienced 
in obtaining pure residues from this material but we consider that 
the amounts (0.006 to 0.008 per cent recovered in Case 8 represent 
fairly accurately the concentration present there, because the 
amount of liquor amnii received was sufficient to enable us to make 
two estimations with different methods by separate workers. 


General Conclusions. 
1. In a series of 765 patients in whom quinine was used for 
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induction of labour the drug may have been responsible for eight 
still-births (1.04 per cent). 

2. Judged from the point of view of weight, gain or loss, on 
the tenth day after delivery there is no evidence in a series of 
201 cases that quinine has a detrimental effect on the nutrition of 
the children who survive. 

3. Judged from the rate of excretion in the urine the maximal 
concentration of quinine in the tissues of the mother, after re- 
ceiving three doses of 10 grs, at intervals of one hour, is to be 
anticipated about the sixth to eighth hour after the first dose but 
the period of high concentration may persist until 36 hours 
afterwards. 

4. It has not been possible to prove, by the thalleioquin test, 
the presence of quinine in foetuses of rabbits which received 
doses of quinine; nor in the liver or kidneys of an infant, still- 
born within 24 hours of the last dose of quinine given to its 
mother. 

5. The presence of quinine to the extent of 0.015 per cent has 
been demonstrated in the urine of infants born 6 to 12 hours after 
the last dose of the drug to the mother. This concentration is 
sufficiently high to merit investigation with regard to the toxicity 
of quinine upon foetal tissues. 

6. No decisive evidence of quinine in the foetal (placental) 
blood has been obtained. 

7. The presence of quinine 9 to 11 hours after administration 
has been discovered in the liquor amnii to the extent of about 
0.006 per cent. 


We desire to record our appreciation of the valuable assistance 
which Miss Eileen Sadler, M.Sc., Research Assistant in the 
Department of Pharmacology, Liverpool University, has given 
us in carrying out many of the chemical investigations. 
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The Technique of Radium Application in Uterine 
Carcinoma.* 
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F.R.C.S. (Eng.). 


Assistant Gynecologist, Cardiff Royal Infirmary; First Assistant 
to the Professor of Obstetrics and Gynecology, Welsh 
National School of Medicine. 


RapiuM has been used for a number of years in the treatment of 
carcinoma, and especially advanced carcinoma, of the uterus, and 
the beneficial results reported from many centres have aroused an 
increasing amount of interest in this particular therapy. 


While the results obtained so far have been encouraging, it is 
obvious that much has yet to be learnt regarding the action of 
radium on neoplastic and on normal tissue, the most suitable 
amount to be used in a particular case, the proper duration of 
application, the best method of applying the radium, and many 
other aspects of the question. 

Opinion is at present far from unanimous on a number of these 
points, and it might be appropriate to discuss the techniques of 
application which have been evolved in various clinics in’ this 
country, on the Continent, and in America, as it would appear that 
it is mainly by improved technique of application that the best 
results are to be expected. 

It is known by clinical and experimental experience that 
exposure to radium will bring about the death of tumour cells, 
while the adult parenchyma cells of the part are not so injuriously 
affected. 

The problem before us then is two-fold: firstly in what manner 
to place the radium tubes so that as many as possible, and, if 
possible, all of the tumour cells may be killed at the one time; 
and secondly how much radium to apply and for how long, so as 
to kill the tumour cells without injury to the adult tissue cells. 

A third problem presents itself, as the action of radium is known 
to be localized and to extend for not further than 2.0 cms. in 


*Read before the Seventh British Congress of Obstetrics and Gynzecology, 
Dublin, April, 1929. 
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a radiating direction in the tissues in which it is implanted and that 
in the inverse square ratio. Therefore, however beneficial the effects 
of radium may be on a primary growth, extensions and especially 
affected glands at a distance will not be influenced by a local 
application. This is certainly one of the limitations so far of 
radium therapy in malignant disease, and various attempts have 
been made to influence such secondary growths, none with great 
success. 

Still another point to consider is the various types of screening 
material used, such as glass, lead, platinum, silver, gold, rubber, 
and their various thicknesses. 


CARCINOMA OF THE CERVIX. 

Heyman of Stockholm, applies radium simultaneously to the 
interior of the uterus and to the vagina. 

The uterine tubes vary in length from 15 to 33 mm., being about 
3 mm. in thickness, and each contain from 23 to 40 mgs. of radium 
element. 

The vaginal tubes vary in length from if mm. to 29 mm., 
being also about 3 mm. in thickness, and each contain from 5 to 
9g mgs. of radium element. 

The vaginal tubes are packed in cylindrical applicators for 
crater-shaped tumours, or in flat applicators for disc-like tumours. 
Cauliflower cancers have specially fitted applicators made to fit 
sach case. 

After cleansing the surface of the growth with benzine and 
without anesthesia, a charge of 33 to 4o mgs. of radium element 
is inserted into the uterine cavity and about 70 mgs. on to the vaginal 
aspect of the growth. Heyman stresses the importance of firm 
vaginal packing to protect especially the rectum, and the radium 
is left in for 22 hours. 

The radium is sheathed in gold, gold and silver, or platinum and 
silver, and the screening is equivalent to 3 mm. of lead. 

This represents, therefore, about 800 mgm. hours in the uterus, 
and 1,500 mgm. hours in the vagina. The treatment is repeated in 
a week, and again after another two weeks, so that the patient 
receives a charge of about 2,400 mgm. hours in the uterus, and 
about 4,500 mgm. hours in the vagina, a total of about 7,000 mgm. 
hours. 

Usually no further applications are given during the subsequent 
six months, and after that only in the presence of definite recur- 
rences. 

X-ray treatment is given only in cases with extensive glandular 
metastases when first seen, or in recurrences in the parametrium. 
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Except for the taking of a section at first, the growth is not 
manipulated : cauterisation or scraping is advised against as tend- 
ing to cause infection or dissemination, 

Lately owing to pressure of work the treatments have been 
reduced to two: the first of 32 and the second of 24 hours duration. 

The patients are seen once a month for the first year, once in two 
months for the second year, and then at longer intervals. 

Ward of New York employs an initial dose of 100 mgs. in 
a single tube placed within the cervix and left for 24 hours, with 
needles inserted in the periphery of the growth if there is involve- 
ment of the vagina, bladder or rectum. This is regarded merely 
as a therapeutic or test dose to be modified, if necessary, according 
to the subsequent reaction of the tumour to the radiation. The 
radium is in a glass capsule, enclosed in a silver tube, which is 
further enclosed in a brass tube one mm. in thickness. Before use 
the brass tube is enclosed in rubber. After insertion the tube is 
fixed to the cervical tissues by a stitch, and stress is laid on this 
detail. The rectum and bladder are kept away from the radium by 
firm vaginal packing, and a self-retaining catheter is left in the 
bladder until the packing is removed. In this way a dose of from 
2,400 to 4,200 mgm. hours is obtained. 

The patient is allowed up ia a few days, even if there is pyrexia, 
in order to secure satisfactory drainage, and goes home at the end 
of a week with instructions for daily douching with potassium 
permanganate. Each patient is asked to report once a month for 
observation, and in a case reacting satisfactorily the carcinoma 
should have disappeared and the cervix be cicatrised at the end of 
eight to twelve weeks. 

Future applications, if any, and the dosage, depend on the 
reaction of the particular case to the radium, and in this way Ward 
emphasizes the point, with which we are in complete agreement, 
that no definite number of treatments can be laid down, but that 
each case must be a study by itself and treated according to the 
reaction. 

He stresses another important point, that the follow up should 
be conducted by the surgeon who treats the case, and he or his 
colleague, Dr. Farrar, conduct the follow up personally. 

Clark and Norris of Philadelphia, in early cases, first separate 
the bladder well upwards, and then perform amputation of the 
carcinomatous cervix with the cautery. 

A cauliflower growth is also removed by cautery. 

50 mgs. of radium are then inserted into the cervical canal, and 


a similar dosage applied to the cervical stump. The cautery 
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amputation wound of the cervix is left to heal by granulation. The 
bladder and rectum are now well packed away by gauze packing. 
At first only a single application was made, but nowa second appli- 
cation is made in three weeks if the cervix has not been amputated, 
and between three and six weeks if the cervix has been amputated. 

A subsequent follow-up is carried out at three-weekly intervals 
for three months, and after that at longer intervals, but never more 
than ten weeks. 

These observers again emphasize the importance of the follow- 
up being carried out by the surgeon concerned, and they agree with 
Ward that each case is a study in itself, and requires individual 
treatment. 

In borderline cases the treatment is similar, but trachelectomy 
is omitted. 

In inoperable cases a single dosage of 2,000 to 2,500 mgm. hours 
is applied, if this can be done without risk of bladder or rectal 
fistula. 

The bladder is catheterised at six-hourly intervals. A piece of 
the tumour, including the normal tissues, is removed for examina- 
tion, and after radiation daily vaginal douches of weak potassium 
permanganate or weak formalin are given for cleansing purposes. 
Details of sheathing are not given. 

In this country Donaldson adheres to the principle of burying 
the radium in and around the growth, and of exposing the whole 
growth equally to the effects of the radium. After douching for 
two or three days with weak lysol a section of the growth is taken 
under anesthesia. Radium needles are then inserted in and around 
the growth, keeping about half a centimetre between each needle, 
the longer needles being pushed upwards and outwards into the 
bases of the broad ligaments. The vagina is then firmly packed 
with gauze soaked in flavine. 

Eight large needles six cms. long, and each containing three 
mgs. of radium element with a filter of 0.5 mm. of platinum are used, 
together with twelve or thirteen smaller needles each containing 
two mgs. of radium element with a similar filter. 

This makes a total of 48 to 50 mgs., and is left in place 144 
hours, giving a dosage of about 7,000 mgm. hours. 

No further routine applications are made, and the cases are 
inspected at intervals. 

Forsdike first removes any necrotic growth with a_ blunt 
curette. The surface of the tumour is then painted with ten per cent 
copper sulphate, and injections of colloidal copper are given when 
the ulcer becomes callous. A piece of tissue is then removed for 
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microscopy, and the cervical canal dilated to admit a radium tube. 
Two other tubes are stitched in the vaginal vault in the position of 
the extension of the tumour. The vagina is then well packed with 
gauze soaked in liquid paraffin, and the labia are sutured together 
by two stitches so as to keep the gauze plug in position. 

A self-retaining catheter is inserted into the bladder. 

The radium is enclosed in a silver capsule 0.5 mm. thick, with 
an additional screen of brass or lead together with rubber tubing to 
shut out secondary radiations. Forsdike by this means secures 
a 1,272 mgm. hour dose in 24 hours, and this may be given in 
a single exposure of three days duration, giving a 3,816 mgm. hour 
dose, or it may be left in for 24 hours and repeated on the eleventh 
and thirtieth days, again giving a 3,816 mgm. hour exposure. 

He obtains better results with the latter method, where the ulcer 
takes on an average some six weeks to heal, than with the former 
method, where the healing process takes twelve to fourteen weeks, 
and often a callous ulcer is left with an irritating discharge, accom- 
panied by rectal and vesical discomfort. 

Hayward Pinch in the London Radium Institute varies his 
treatment according to the type of growth. In an endocervical 
carcinoma a tube of 50 to 75 mgs., screened with one mm. of silver, 
is inserted within the cervical canal for 24 hours. Four to six tubes 
of 10 mgs. each, screened with 0.3 mm. of platinum, are inserted 
into the thickened cervical walls also for 24 hours. If either or 
both broad ligaments be infiltrated a tube of 50 mgs., screened with 
one mm. of silver, is inserted into the infiltrated area for 24 hours 
while general radiation of the pelvic cavity is carried out by means 
of flat applicators containing 150 to 200’mgs., screened with two 
mm. of lead, and applied in each iliac fossa and immediately above 
the pubis, for 24 to 30 hours. 

This treatment may be repeated, but not before six weeks. 

In the ulcerative type a variable number of 10 mgm. tubes 
screened as above are fixed in a dental wax cast of the ulcer and 
kept in a position for 24 hours. The pelvic cavity is irradiated as 
mentioned. In the former fungating type the excessive growth 
is removed by excision, curetting, cautery or diathermy. One 
50 mgm. tube, screened as above, is inserted into the cervical canal. 
for 24 hours, and any outlying nodules are treated by 10 mgm. 
tubes for twelve hours. Here again the general pelvic cavity is 
irradiated as described, and in this and the previous type the 
treatment may be reapplied not before six weeks. 

At the completion of the application the vagina is tightly packed 
so as to keep the bladder and rectum clear of the radium. 
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In the Radium Institute, Paris, Lenz reports the technique. 
Radium is applied by uterine and vaginal applicators, the former 
containing 33.32 mgs. of radium and the latter 26.66 mgs. The 
applicators are left for from five to seven days, and a 7,200 mgm. 
hour dosage employed. The applicators are removed daily for 
cleansing, and a douche given. 

When there are extensions to the parametria and pelvic glands, 
deep X-ray therapy is given prior to radiotherapy. 

In the Cardiff Royal Infirmary a thorough general and local 
examination is first carried out, and an idea of the size and extent 
of the growth formed. Before radiation the vagina is douched with 
weak lysol twice daily, and the rectum thoroughly cleared as for 
perineorrhaphy. With the patient under anesthesia and in the 
lithotomy position another bimanual examination is made to dis- 
cover the extent of the growth, the size and amount of fixation of 
the uterus, the amount of infiltration of the broad ligaments and 
parametria, and any other points that may be present. 

‘The cervix is then exposed with a speculum, and the vagina and 
cervix thoroughly swabbed with iodine. An attempt is now made 
to steady the cervix with a volsellum, but'this is often impracticable 
in cases where no cervix is left owing to the extent of the ulceration. 
In these cases the Jayle type or the bivalve type of vaginal retractor 
has been found useful in splaying out the vaginal walls, in exposing 
the growth, and in steadying the cervix. An attempt should now 
be made to pass a sound through the cervical canal, especially in 
a case in which the uterus is in any way enlarged for the age of the 
patient, on account of the possibility of pyometra. The passage of 
the sound should be done without force; it is often difficult and at 
times impossible to find the cervical canal on the face of the growth. 

It is surprising how few writers have referred to this, which, in 
our experience is a practical difficulty. Heyman remarks on how 
often the canal is to be found at some part on the periphery of the 
growth, and this is in accord with our experience. Once the 
cervical canal has been found we do not usually find it necessary 
to dilate unless pyometra is present. 

One 50 mgm. tube of radium is then introduced well up the 
canal with Pinch’s forceps, and further applications will depend 
on the size and situation of the growth. If the cervical canal is at 
the periphery another 50 mgm. tube is inserted into the centre of 
the growth, and if the growth has extended especially to one or 
other side a tube containing 25 mgs. is inserted here. Finally four 
to six 10 mgm. tubes are inserted round the periphery of the 
growth. 
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It will be seen that the amount of radium inserted in any parti- 
cular case varies from go to 185 mgs., and as this is left in for 
24 hours we give a mgm. hour dose of from 2,160 to 4,440. An 
ordinary exposure would be 120 mgs. for 24 hours, 2,880 mgm. 
hours. It is difficult to see how a definite dosage can be laid down 
for each case when we know the great varieties in form and extent 
that cervical carcinoma may exhibit, and we fully agree with 
Ward’s view that every case must be considered an individual 
problem and treated on its merits. 

The silk threads from the eyes of the radium tubes are tied 
together and the whole skein tied to one end of a roll of gauze 
which is packed tightly into the vagina, especially into the anterior 
and posterior fornices. A self-retaining catheter is now inserted 
into the bladder and retained for 24 hours, when it is removed at 
the same time as the gauze and radium, when another douche of 
lysol is given. 

A daily douche is given, and the patient is allowed up in a day 
or two and usually goes home before the end of the week. 

She is instructed to give herself a daily douche of lysol at home 
and to report for examination at the out-patient department in four 
weeks. The general condition, symptoms and local condition are 
then noted and further action decided on. 

We do not give any routine subsequent dose. Further treat- 
ment is governed entirely by the reaction of the carcinoma to the 
original radium application, and in a number of our most successful 
results only one application has been necessary, while in some 
others, equally successful, three or even four exposures have been 
given. 

Certain points regarding the technique are to be noted. 

(a) The radium at our disposal amounts to 235 mgs. in (1) two 
tubes, each containing 50.0 mgs. of radium sulphate, screened with 
0.5 mm. of platinum and 2.5 cm. in length; (2) three tubes each 
containing 25.0 mgs. of radium sulphate, screened with 0.5 mm. of 
platinum and 2.4 cm. in length; (3) six tubes each containing 
10 mgs. of radium sulphate screened with 0.3 mm, of platinum and 
1.7 cm. in length. 

These platinum tubes have pointed ends for insertion into the 
tissues, while at the opposite end is an eye through which is 
threaded a silk thread—No. 4—to facilitate extraction and prevent 
loss. 

(b) The preliminary vaginal douching must never be omitted, 
as it is of great value in cleansing the primary growth and washing 
away discharge. After radiation, also, douching is of equal value, 
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and the patient is instructed to have a vaginal douche of lysol night 
and morning after discharge from hospital, until she reports again 
for examination. 

This is in order to prevent adhesive vaginitis, and in some of 
the early cases in which the douche was omitted cicatrisation at the 
vaginal vault was very noticeable on later examination. In one such 
case the vagina became closed below the growth, and required 
digital dilatation. 

(c)The exploration of the cervix with the sound should always 
be carried out, however difficult it may be to find the canal. By 
this means only can a small pyometra be detected and drained, and 
when found is usually unexpected. 

(d) After radiation our cases are usually X-rayed in order to 
see that the radium tubes are lying in proper position. It is 
unsatisfactory and tends to fistula formation if a tube should drop 
clear of the growth and lie free in the vagina. 

(e) The manipulations described are all carried out under anzs- 
thesia. Contrary to the experience reported from some other clinics, 
it is found essential to have the patient anzesthetised, that the con- 
dition may be investigated thoroughly and the radium tubes placed 
to the best advantage. 

(f) At first the radium tubes were guarded with rubber tubing, 
but for some years it has been the practice to insert them uncovered 
in this way, and no clinical ill effects from secondary radiations 
have been noted. 

(g) At the first insertion a piece of the carcinoma is removed 
for section, and this is repeated, as far as possible, at subsequent 
examinations. The section should be taken from the margin of the 
growth, and should include, if possible, a piece of normal tissue. 

In a case reacting satisfactorily to treatment, however, the 
cervix becomes progressively harder, smaller, and more cicatrised 
up into the vaginal vault, so that it becomes increasingly difficult 
to get a piece of the growth for section or even to catch the cervix 
with a volsellum. 

(h) In general the tumour is manipulated as little as possible, 
and is not curetted. Only in a cauliflower condition is the exu- 
berant tissue removed by scissors or cautery. 

So far only the application of radium to the cervical lesion has 
been considered, and it is obvious that the problem of efficient 
application here is much simpler than that of attempting to influ- 
ence any parametrial or glandular extension, owing to the wider 
extent of the latter. It has to be remembered, however, that at least 
a proportion of such parametrial infiltration is, in most cases, 
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inflammatory, and due to lymphatic absorption from the ulcerated 
and often foul cervix. This is shown by the fact that when the 
local lesion heals the parametrial infiltration frequently clears up 
to a greater or less degree with corresponding increase of uterine 
mobility. 

But the fact that the effect of radium is localized and that 
secondaries at a distance are not affected constitutes one of the most 
important limitations of this type of therapy, and various attempts 
have been made to bring the distant parts of the pelvis under the 
effect of radiation. 

The method of Hayward Pinch has been described, in which 
surface applicators (which should be moved from time to time to 
prevent vesication of the skin) are placed over the pubes and in the 
iliac fossze. Daels of Ghent makes a passage by blunt dissection 
between the ischio-rectal fossa and the anterior superior iliac spine, 
and a tube is passed. A chain is guided through the tube and the 
latter is then removed. A radium tube is attached to the chain, 
and the level to which this tube is drawn is known by the number 
of links of the chain remaining outside. The radium is moved 
daily and the whole apparatus is removed after three days. 

The objections to this are the probability of setting up sepsis 
or secondary hemorrhage from the adjacent iliac vessels, and both 
these complications have been reported: again the action of the 
radium is bound to be too limited for efficient radiation of the pelvic 
cavity. 

Along with de Backer he has recently modified this technique, 
but the same objections remain. 


Donaldson? has lately published details of his modification of 
the Brussels method of intra-abdominal application. Laparotomy 
is performed and radium needles inserted under the parietal peri- 
toneum all round the pelvis from one sacro-iliac synchondrosis to 
the other. These needles are removed by subsequent laparotomy 
a week later. 

Deep X-ray therapy, applied either prior to or subsequent to 
local radiation, is now being used in an number of clinics, but while 
the results are spoken of as ‘‘encouraging,’’ no definite figures are 
to hand which would indicate improved results on account of this 
treatment. The main objection to deep X-ray therapy is that the 
action is not localized to diseased tissues and that healthy organs, 
such as the bowel, may be affected, and indeed have been affected 
with resulting gangrene and perforation. 


For these reasons we have confined our efforts to the treatment 
of the local condition. 
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CARCINOMA OF THE Bopy. 

In carcinoma of the body of the uterus the same careful pre- 
liminary examination of the patient should be made as before. The 
problem of insertion is simpler here, as, when the tubes are in 
. position, they are away from the bladder, ureter or rectum, and are 
shielded by the muscular uterine wall from injury to the abdominal 
viscera. 

With the patient in the lithotomy position under anesthesia, 
a full pelvic examination should be made to determine the size and 
mobility of the uterus, and if, either by associated symptoms or by 
present physical findings, it is thought probable that adhesions to 
bladder or bowel exist, radiotherapy should be applied with caution 
owing to the possible danger of fistula formation. 

After swabbing the vagina and vulva with iodine, the cervix is 
dilated, usually with ease, to No. 9, and a small curette introduced 
to obtain a specimen for section. This has to be done with the 
greatest care, owing to the ease with which a carcinomatous uterus 
may be unknowingly perforated, and also with the greatest atten- 
tion to asepsis, to prevent infection. Only one small piece of the 
sago-like mucosa is necessary: indiscriminate curetting in these 
cases is to be condemned. 

One 50 mgm. tube sheathed in rubber is then passed up to the 
fundus, and another similar tube is passed into the uterine cavity, 
but left at a lower level. A third tube of 25 mgs., also sheathed in 
rubber, is usually inserted below the last or between the two others, 
and the silk threads are tied and the vagina packed as previously 
described. . The tubes are removed in 24 hours, thus giving a 
2,400 or 3,000 mgm. hour dose. 

The same douching is carried out and advised, and the patient 
reports at intervals as in cases of carcinoma of the cervix. 

This method of application and dosage is in general accord with 
that technique in other centres. 

In passing one may say that in treating non-malignant condi- 
tions of the body of the uterus, e.g. chronic metritis, with radium, 
a similar milligramme hour dosage is applied. Lesser quantities 
or a lesser duration of application have been found to be ineffective 
in controlling the main symptom—bleeding. 

A review of these various techniques of radiation brings out one 
main point, viz, that, so far, no hard and fast rule can be laid down 
regarding the ideal dose, duration of application and position of 
insertion of tubes or needles in radiotherapy of carcinoma of the 
uterus: and that in this matter much has to be left to the experience 
and the clinical sense of the individual operator. 





Radium Application in Uterine Carcinoma 377 


The differences are mainly differences of detail, and the main 
endeavour of all is to place the tubes and applicators so that as 
much as possible, and if possible, all of the tumour, is brought 
under the influence of the radium as the same time. 

In the earlier days of radiotherapy much discussion centred 
around the intensity of the dose in relation to its duration, e.g. as 
to whether 100 mgs. inserted for one hour would have the same 
effect as one mgm. inserted for one hundred hours. 

Of late years evidence has accumulated to show that the most 
beneficial effects in the case of living tissues are secured by the 
exhibition of relatively small doses inserted for long periods up to 
six days, and the tendency nowadays is to abandon massive dosage. 
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The discussion on the foregoing paper will be found on page 4ot. 











A Successful Pregnancy following X-ray Stimulation of 
the Ovaries after Ten Years Amenorrheea.* 


. 


By Mires Puitiips, M.B., B.S. (Lond.), F.R.C.S. (Eng.) 


Professor of Obstetrics and Gynecology, University of Sheffield. 


THERE is already a large volume of ‘literature on the subject of 
X-ray therapy applied to the ovaries in certain cases of amenorr- 
hoea and oligomenorrhoea. 

Van de Velde was apparently the first to suggest and try the 
idea, as long ago as 1915. Flatau and later Thaler not only 
succeeded in producing normal menstruation in such cases, but also 
found that normal pregnancy occurred in a few of the previously 
sterile patients. This was confirmed by a number of continental 
Radiologists and Gynecologists. In the American Journal of 
Obstetrics and Gynecology of July 1926, I. C. Rubin of New 
York reported the occurrence of pregnancy in nine out of twelve 
cases treated for sterility with amenorrhoea or oligomenorrhoea. 
Menstruation recommenced in eleven of the cases; the longest 
period of amenorrhoea recorded by him being 22 months. Of the 
nine instances of pregnancy, abortion occurred in one, and full- 
term normal children were born in the others. 

J. I. Kaplan of New York (American Journal of Obstetrics and 
Gynecology, May 1928) reports 38 cases of his own. Menstruation 
followed in 30 instances. Of the married women pregnancy was 
desired in 25 and was secured in eleven. At the time of writing 
he was able to report the birth of seven normal healthy children. 

The longest period of amenorrhoea mentioned is 32 months, 
but it is not stated whether or not the treatment succeeded in 
this instance. 

I have only one completed case to record, but it is of special 
interest in that the period of amenorrhoea was very much longer 
than that of any case I can find reported. 

I first saw my patient on account of complete amenorrhoea of 
four years’ duration. This was in May 1922, when she was 24 
years of age and unmarried. Menstruation had started at 15 and 
had been regular, normal in amount and painless. But soon after 


*Read before the Seventh British Congress of Obstetrics and Gynecology, 
Dublin, April 1929. 
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leaving school, at 19, the periods ceased. At the same time she 
became rather thinner, but she had no definite illness. Cessation 
of the periods caused no discomfort and she continued to play 
games with all her usual energy. There had been no illness in 
childhood suggestive of any tuberculous disease. She was a 
cheerful, active, healthy looking girl, of rather small frame, with 
normal muscular development. Her skin was unduly dry, and 
the peripheral circulation poor, with a special tendency to chil- 
blains. The systolic blood pressure was found never to exceed 100. 

On rectal examination, the uterus and ovaries appeared to be 
smaller than normal. 

It was suggested that ovarian and other hormones should be 
tried. 

In June 1923 nubility was in question, and I was asked to 
examine her under an anesthetic. I found :—-vulva and vagina 
normal; small erosion on cervix; corpus uteri normal in position 
and size (sound 2} ins.); ovaries rather below normal size. 
Endocrine defect appeared to be the only explanation of the con- 
tinued amenorrhoea, and a fresh course of ovarian, thyroid and 
pituitary extracts was advised. She was married in July 1924 
and I next saw her in May 1926, as menstruation had not occurred 
and she wished me to know how anxious she was to have a baby. 

It was decided to make a further examination. Under 
anzsthesia the uterus and ovaries still felt to be rather undersized. 
Rubin’s insufflation test proved that both Fallopian tubes were 
patent. The cervix dilated very easily ; the curette yielded no visible 
membrane, but produced slight bleeding from the unnaturally 
harsh-feeling lining. 

A course of collosal calcium and intramuscular injections of 
anterior pituitary extract was started. 

Menstruation did not occur, but it was not until the winter 
of 1927 that it was decided to try X-ray therapy to the ovaries as 
recommended in Rubin’s paper. 

On December 13th an X-ray application equivalent to 10 per 
cent of an erythema dose, was applied to each of two anterior 
areas over the left ovary—on the next day the right ovary was 
similarly treated. 

But the amenorrhoea persisted, and so on March oth and toth, 
1928 each ovary in turn received a similar 10 per cent erythema dose, 
but only one area was used instead of two. 

Ten days later, on March 19th, a menstrual period began (the 
first for 10 years), it lasted five days, was of moderate amount, 
certainly less than the periods of her girlhood. A second similar 
period began on April 19th. Each was preceded by fullness of 
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the breasts. No period occurred in May, and the patient consulted 
me on June 8th to discuss the advisability of further X-ray 
treatment. 

The breasts were slightly enlarged but, on vaginal examination 
there were no definite signs of pregnancy. However this was 
considered possible and it was therefore decided to wait a month. 

On July 12th the uterus was found retroverted (it had never 
been so before) and definitely enlarged. There were other signs 
and symptoms of pregnancy. 

On July 20th the retroverted uterus was manipulated into 
normal anteversion and a Hodge pessary inserted. 

The pregnancy continued normally and it was thought that 
full time would be reached about January 26th, at the earliest. 
On January toth 1929, the head had sunk well into the pelvis. 
The patient was in perfect health: no albuminuria, and the 
systolic blood-pressure was her normal 100. 

On January 23rd, a little albumin was found in the urine, and 
there had been some swelling of the ankles and legs for a few 
days, but no other evidence of toxzemia. 

On January 24th she was taken into a Nursing Home, dieted 
and kept in bed most of the 24 hours. As neither the albumen 
nor swelling of the legs quite disappeared she was finally kept 
in bed entirely. Even then slight oedema of the vulva occurred. 

On January 3oth it was found that the foetal heart rate was 
166, whereas it had been steadily 140-144, day by day since 
admission. For the first time it was also noticed that the move- 
ments of the child were almost continuous, and it was then elicited 
that the patient had been considerably bothered by them during 
the previous night. These facts were considered to be probable 
indications of foetal distress, and it was therefore decided to rescue 
the child in the quickest manner possible. This was obviously 
Cesarean section, and by that means the baby was born shortly 
afterwards. It showed no signs of distress. The uterus behaved 
normally. The ovaries were carefully inspected. They were 
smaller than normal (14 x } x } inch), unusually smooth and pale. 
There were no visible follicles and no visible corpus luteum, but 
on palpation a small globular swelling could ‘be felt in the sub- 
stance of the right ovary—possibly the corpus luteum of preg- 
nancy. 

The infant, a boy, weighed six pounds and was 19} inches in 
length. It showed no abnormality and appeared to be a small 
full-time rather than a premature child. 

The placenta weighed only 15 ozs.; the greater part was much 
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thinner than normal, otherwise it showed no naked-eye or micro- 
scopic signs of disease or deficiency. 

Both mother and child have progressed normally. Neither 
breast secreted more than three drachms of milk, and in the third 
week even this gradually ceased. 

The birth of this child had been awaited with considerable 
anxiety in view of the possibility of some gross abnormality which 
had been suggested by not a few writers on the subject. It was a 
great comfort to be able to add another normal baby to the series 
already recorded. One begins to think that there is no occasion 
to anticipate any unusual liability to malformations in these cases. 

Kaplan concludes from his own cases and other reports, that 
when X-ray treatment is properly administered, no harm results to 
the patient or her offspring. This is a very important statement, as 
warnings against unfavourable sequelz are freely made by some 
writers, especially of the German school. These appear to have 
been based on experimental results on animals and certain cases 
of malformed children born after repeated and excessive radiation, 
for various diseases, during the early months of pregnancy. One 
bogey frequently referred to is a microcephalic infant with bilateral 
microphthalmia, but in this instance the mother had been given 
X-ray therapy as a case of myoma uteri, during the first four months 
of the pregnancy. 

However, the warning must be taken by those employing this 
method of inducing menstruation whenever impregnation is a 
possibility. Otherwise, should an early pregnancy be un- 
recognized the embryo may be exposed to X-rays at a period 
when, judging from experimental work on animals, it is most 
likely to be damaged. 

An apparent failure of the method to induce menstruation 
might be really due to its complete success, as pregnancy might 
even occur before menstruation was restarted. The exact con- 
dition of the uterus after treatment would therefore appear to be 
a necessary guide before a repetition is decided on. 

For want of this precaution in a second case treated at my 
suggestion, it came about that on three occasions, at intervals 
of three weeks, applications of X-rays were made to each ovary 
during the first ten weeks of a pregnancy. 

However this post-conceptional irradiation appears to have 
done no harm as an apparently normal child, weighing 7} Ibs., 
was born 267 days after the onset of the last period. 

I do not propose to speculate as to the manner in which 
menstruation is re-established by the use of X-rays. My object 
has been to record a striking instance of the success of the 
method. 


The discussion on the foregoing paper will be found on page 404. 
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““Tweedy’s Practical Obstetrics’’--Sixth Edition—By BrtHEL SOLOMONs, 
M.D., F.R.C.P.I., M.R.I.A., Master, the Rotunda Hospital, Dublin. 
Humphrey Milford, Oxford University Press, London. Price 25/-. 


‘‘Tweedy’s Practical Obstetrics’’ is one of the most popular works of its 
kind in the English language, as is evident from the fact that it has 
run into its sixth edition. In its present form this book is edited by Dr. 
Bethel Solomons who has brought it up-to-date and has rewritten a number 
of its chapters. As in former editions its pages embody the principles and 
methods of treatment as carried out, at present, in the Rotunda Hospital, 
Dublin. 

The general features of this book remain the same as in previous editions 
and it is, therefore, unnecessary to refer to them. The present volume 
is slightly larger than its predecessors aiid much new matter has been 
introduced in its extra 142 pages and 134 illustrations. 

The order of some of the subjects, it is noted, has been rearranged with 
advantage. A short chapter dealing with ante-natal care is a new feature 
in this issue. The author presents the principles of this very important 
subject in a clear and convincing manner and their addition has added 
considerably to the value of the book. 

The section on contracted pelvis is somewhat disappointing, mois 
especially the part dealing with the indications for treatment. Too much 
stress is laid on the value of pelvic measurements as an index of treatment 
and too little consideration is given to the great value of Munro Kerr’s 
modification of Muller’s method. More than a dozen pages are devoted to 
the description of different methods of determining the size of the pelvis, 
especially by the use of the Skutsch’s pelvimeter while little more than 
one page is given to Kerr’s excellent method of pelvimetry. 

Figure 215 on page 447 is supposed to represent the Kerr-Muller method 
of estimating the disproportion between the size of the foetal head and pelvic 
brim. It may represent Muller’s method but it certainly does not demon- 
strate the modification of it as suggested by Munro Kerr. 

It seems strange that this excellent method is not made more use of by 
the author. It is easy to carry out, and one is able by its use to foretell 
with certainty the termination of labour in cases of disproportion, provided 
the expulsive forces are normal. As an index of treatment it is superior 
to all other methods and certainly, if it was employed, the long trial of 
labour as practiced by Dr. Solomons would not be necessary. 

It is difficult to understand what good results can follow the application 
of Solomon’s pad and binder during the trial of labour in cases of dis- 
proportion. Might this method not be the means of hindering the foetal 
head from engaging in the brim of the pelvis rather than of assisting it to 
do so? 
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Throughout this work the metric system has been used to denote 
measurements. One cannot, of course, complain of this practice in a 
scientific work but it would be of more value to the practitioner, for whom 
this book is mainly written, if the measurements were also added in inches 
as is the case in other works of this kind. 

The articles on ante-partum hemorrhages are good. It is observed that 
the present Master of the Rotunda Hospital is not so enthusiastic about 
plugging the vagina as a routine treatment in certain cases of accidental 
hemorrhage as were his predecessors. He recommends instead, rupture 
of the nembranes, the application of a tight binder and the use of pituitrin 
in all cases, irrespective of the variety of hemorrhage, and holds the 
vaginal pack in reserve should this treatment fail. 

In an Institution where the patient is under strict observation and 
where competent assistance is at hand in case of necessity, this treatment is 
ideal but it would not be judicious to recommend it to the country 
practitioner who is called upon to treat a case of this particular haemorrhage 
without skilled assistance and as often as not in a house far removed from 
a Maternity Hospital. 

The treatment of Placenta Praevia recommended in this book is in the 
main orthodox. The operation of version is favoured in preference to other 
forms of treatment, Caesarean section being reserved for a few selected 
cases. 

The subject of Uterine Inertia has been entirely rewritten and forms one 
of the best chapters in this book. 

In a book of this size it is quite impossible to consider adequately all 
the features of interest contained in it and reference can only be made to 
other parts of it to show the completness of this work which is one highly 
to be recommended to the busy practitioner. 

Dr. Solomons is to be congratulated on having elaborated and rendered 
even more valuable this popular book. 

D.S. 


“Biologie und Pathologie des Weibes.’? By Halban and Seitz. Vol. VII, 
Part 2, Urban and Schwarzenberg. 

THE second part of the seventh volume of the Halban Seitz Handbook 
contains important material. There is an article on the anatomy of the 
normal pelvis by Krukenberg, and Martin is responsible for the contribution 
on contracted pelvis. In the latter article the types of pelvic contraction 
are admirably described and classified and important statistics are included. 
The illustrations are excellent, but the description of the clinical side is 
perhaps not up to the standard of the rest of the article. 

Martius of Bonn has written the section on malpresentations. This 
aritcle is deserving of the very highest praise. From every point of view 
it is admirable and stress must be placed upon the accounts that are given 
of the mechanisms, the clinical aspect and the treatment of the malpresenta- 
tions. ‘The German schools differ very considerably from our own in their 
classification of the malpresentations, and although their method is much 
more complicated, it must stimulate care and precision in obstetrical 
diagnosis. Some remarkable figures are given of the frequency of spon- 
taneous deliveries in cases of brow presentation. Martius’ article is well 
worth careful study for it represents the modern German point of view of 
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a very large part of obstetrics. An article by Martius on malformations of 
the foetus is up to the same standard. 

Guggisberg of Berne is responsible for an article on the obstetrical com- 
plications resulting from abnormalities of the soft tissues as distinct from 
the bony pelvis. The field covered is in consequence very wide and the 
article is long. 

The section on hydatidiform mole and chorionepithelioma was completed 
by Hitschmann before his death. ‘The article is one of the best in the whole 
handbook and as a treatise on the subject is unrivalled. Emphasis should 
be placed upon the excellence of the treatment of the historical, statistical 
and etiological aspects. The pathology and histology are admirably 
described and the illustrations are extremely good, 

The book concludes with an exhaustive account of ectopic gestation by 
Hoehne, in which it seems that everything that has ever been written or 
discussed about ectopic gestation in Germany is included. It is therefore 
of value for reference purposes. 

The volume is up to the standard of previous parts of the handbook and 
the articles of Martius and of Hitschmann are exceptionally good. 

Wilfred Shaw. 
‘‘Ante-Natal Care.” By W. F. T. Haunrain and E. CHALMERS FAHMY. 
E. and $. Livingstone, Edinburgh. 


i 

Tuts little volume with a foreword by Professor R. W. Johnstone is sent 
forth from a school which has been the pioneer of ante-natal investigation 
and treatment. It is a concise and clear description of what is required by 
the practitioner in the care of the pregnant patient. 

The average book on obstetrics contains much that is beyond the 
requirements of any but specialists. Popular books on the care of the 
expectant mother do not attempt to discuss scientific diagnosis or treatment, 
This book is purely medical in its aim and entirely practical. The reader 
easily gets down to the information he requires by means of a concise 
index. As one would expect from the Edinburgh School, the writers show 
a practical knowledge of clinical obstetrics and they have endeavoured to 
make the path of the young practitioner much easier, especially if he is 
engaged in the organisation of an ante-natal clinic. 

A full description with diagram is given of how to arrange a clinic. Also 
a model sheet is included. There is much that has been included for the 
first time in a book on obstetrics. 

The diagnosis of pregnancy and the methods of taking pelvic measure- 
ments follow the lines of most standard text books. Special stress is laid 
upon the importance of the diagonal conjugate measurements and the value 
of its estimation in the later weeks of pregnancy. 

Chapters V and VII on pelvic measurements and contractions show 
a wide knowledge of this subject. One rather questions the statement that 
in the treatment by induction of premature labour ‘“‘after the 36th week the 
chances of the child suviving are almost as good as at full time.” 

The Buist method of dealing with occipito-posterior positions is described 
in detail and its merits discussed. In the treatment of tumours complicated 
with pregnancy an experienced judgment is shown, 

An interesting chapter on pain in pregnancy is of value especially to the 
student of obstetrics. 
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Venereal diseases receive mention and the methods of the Edinburgh 
clinic are given in detail. These differ somewhat from other clinics. For 
instance on page 104 is stated “if albumen be found bismuth preparations 
must not be used. In these circumstances reliance should be placed on the 
arsenical preparations only, the dose being reduced in quantity and its 
effect on the urine carefully watched.” This is at variance with our own 
experience. 

Very little attention is paid to general conditions such as those affecting 
the heart and lungs, but in a little volume it is impossible for the authors 
to devote much space to more than the purely obstetrical aspect of ante-natal 
care. A. Louise McIlroy. 


“The Practical Medicine Series.’? Obstetrics. Edited by JosepH B. DE L&E, 
A.M., M.D. with the collaboration of J. P. GREENHILL, B.S., M.D., 
E.R.C.S. And Gynecoiogy. Edited by JoHN OsBporN PoLak, M.D. 
Chicago : The Year Book Publishers, 1928. 

Tuts very useful book of reference contains short extracts of important 

papers written by 183 authorities in obstetrics and gynecology, practising 

in various parts of the world. The subject matter is very well arranged, 
the printing is good and the references are easy to find. The extracts 
amount to many hundreds. Those dealing with pregnancy occupy 89 pages, 
with labour 133 pages, with the puerperium 25 pages, with the new-born 

43 pages and miscellaneous 29 pages. In the section on gynecology, 

general principles fill 58 pages, menstruation and its disorders 24 pages, 

the ovary 21 pages, displacements and injuries 34 pages, infections and 
allied disorders 35 pages, tumours and malformations 19 pages, and sterility 

26 pages. There are in addition 89 illustrations. Ch. 

“Tropical Gynzecology (Clinical Lectures).”’ By V. B. GREEN-ARMYTAGE. 

M.D., F.R.C.P., Lt.-Col. I.M.S. Calcutta and Simla: Thacker 
Spink & Co. Pages 249, illustrations 24. 

Tuts little book is written in the form of eleven clinical lectures, this 

method being chosen because the foundation of the author’s knowledge has 

been at the bedside, in the anatomy room, and in the operating theatre. 

These lectures, most of which have already appeared in the Indian 
Medical Gazette, contain the author’s experiences and findings over a 
period of eighteen years, envisioning over ten thousand operations and one 
hundred thousand patients of all communities. 

The lectures contain a large amount of valuable and interesting informa- 
tion in a small space, and in their present form should admittedly prove 
most useful to those medical men who propose to practice in the field of 
Oriental gynecology. See: 


‘Midwifery Mechanics.” By ANprew BucHaNnan, M.A., M.D., M.Ch., 
M.A.O. 82 pages, 12 illustrations 8% x 514. Oxford University Press. 


Lieutenant Colonel BucHANAN’s book on ‘‘Midwifery Mechanics” is an 
attempt to revolutionize the present teaching on the mechanism of labour 
The intention of this book is to make simpler the teaching of mechanisms. 
which so often the student finds difficult and wearisome and to correct what 
the author considers are certain errors in theory and nomenclature, 
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His interesting theory of the ‘‘Pivot points’? throws light on many 
difficulties experienced in the delivery of abnormal presentations. 

In the introduction to his book the author admits that it is not easy to 
explain on paper many points in his theories which could be made clear 
with models; it is in this that the fault of the book lies and the reader 
will find many of his explanations not at all easy to understand. 

Another disadvantage is that the diagrams are divorced from the explana- 
tory paragraphs and there are too many abbreviations. 

The average student will not find this book either very simple or helpful ; 
it will be of greater value to the teacher. 

Margaret Salmond. 


“Tister Redivivus” By A. C. F. Hatrorp, M.D., B.S. (Melb.), M.D.(Q) 
Brisbane. 


Dr. Halford has been goaded to produce this remarkable book by the 
prevalence of sepsis that exists to-day in the practice of Surgery and 
Obstetrics, for he believes that much sepsis could be prevented by strict 
adherence to Lister’s methods. At the outset it must be stated that 
this book is not only difficult to read but also to review. The author lacks 
any lucidity of expression, his method of exposition is irritating and the 
book is stuffed with quotations and references difficult to follow, divorced 
as they are from their appropriate contexts. On the other hand the sincerity 
of the author is so obvious and the questions raised of such great import 
that serious consideration is imperative. 

The author’s thesis postulates that :-—— 

(a) There is much preventable sepsis when we consider how tuberculous 
abscesses, if opened, become secondarily infected; operation wounds sup- 
purate, infected wounds continue to suppurate and parturient and puerperal 
women become infected. All these he believes could be prevented by em- 
ploying Lister’s methods. 

(b) Asepsis in connexion with operative technique, post-operative care 
and the puerperium does not prevent bacterial contamination in the absence 
of antiseptics. 

To many the most interesting part of this book will be that dealing 
with the important question of Puerperal Sepsis. Little doubt exists to- 
day that the majority of these cases are infected from without and that 
intrinsic infection is rare, thus any attempts to prevent the access of 
organisms must receive serious attention. The work of Geddes has brought 
home to us the relationship of the relative incidences of wound sepsis and 
puerperal sepsis and the author would appear to have confirmed this with 
his own observations. In the majority of cases of puerperal sepsis the 
organism is introduced during labour, being conveyed by the examining 
hand aiid instruments or, as recent observations suggest, being air-borne 
in some cases. The author fails to make clear how he would exclude the 
organisms by the application of ordinary antiseptics. Congratulations are 
due to Mr. Halford for bringing forward this subject in such a virile 
manner ; at the worst we cannot fail to be stimulated to review our technique 
for loopholes of infection. 





H.B.—W. 
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The Seventh British Congress of Obstetrics 
and Gynecology. 


THE Seventh British Congress of Obstetrics and Gynecology met 
in Dublin on April 24th, 25th, and 26th, 1929. 


President : 
GIBBON FitzGcipBon, M.D., F.R.C.P.I. 


Hon. Secs.: 
BETHEL SOLoMons, M.D., F.R.C.P.I. 
GERALD TIERNEY, M.B., F.R.C.S.I. 


Executive Committee : 
PROFESSOR W. BLAIR BELL, 
Dr. T. W. EpeEN, (Chairman), 
PROFESSOR J. HENDRY, 
PROFESSOR R. W. JOHNSTONE, 
PROFESSOR SIR EWEN J. MACLEAN, 
Mr. T. G. STEVENS, (Treasurer). 


Official Guests : 
PROFESSOR JOHN OsBoRN Potak, M.D., New York, 
PROFESSOR ADLER, Vienna. 


The Meetings were held in the Hall of the Royal College of 
Physicians. 

The chief subject for discussion was ‘‘The Management of 
Cases of Pelvic Disproportion.” 

The first morning was devoted to the opening papers, and 
a vigorous discussion followed in the afternoon. 

Between these two sessions, a large number of members sat 
down to a luncheon given by the Local Congress Committee, at 
the Royal Hibernian Hotel. 

At 5.30 a meeting of the Executive Committee was held, when 
it was decided to recommend that the chief subject for the Eighth 
Congress in 1931, should be Ovarian tumours, their pathology and 
clinical data. It was decided to exclude the consideration of endo- 
metriomata. Professor Blair Bell was elected Chairman of the 
Executive Committee in succession to Dr. Watts Eden. 

The President and Mrs. Fitzgibbon gave a most enjoyable 
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Reception at the Royal College of Surgeons on the first evening, 
when the members of the Congress were treated to a feast of music 
and a flow of song. Many beautiful Irish airs were sung by an 
accomplished quartette. 

At the business meeting on Thursday morning, an invitation 
from Glasgow to hold the next Congress there, was accepted. 
Suggestions that the Congress should meet every third year, and 
that the principal subject should be discussed on the second day 
instead of the first, were not adopted. 

Between the morning and afternoon sessions, numerous private 
luncheon parties were given, to which all the members were invited. 

The afternoon session of the second day was prolonged until 
5.30, when the meeting of the Shareholders of the Journal of 
Obstetrics and Gynecology of the British Empire, was held. 
Several new subscribers and shareholders were enrolled. 

The Congress Dinner, which was held at the Royal College of 
Surgeons, was a pronounced success. The menu was excellent, 
the music delightful, and the speeches were not too long. After 
the King’s health had been drunk, Professor Polak in proposing 
‘‘The Congress’’ said that he regarded his invitation as a compli- 
ment to the American School of Obstetrics and Gynecology. He 
dwelt on the enormous advantages of these Congresses, at which 
Societies and men from different countries met and exchanged 
thoughts. Dr. Fairbairn, in a speech full of happy reminiscences, 
replied. Mr. Eardley Holland proposed the health of the Guests. 
In an inspired manner he dwelt on the magnificent tradition of 
the Irish School of Medicine. Not only were there such historical 
names as Corrigan, Stokes, and Graves to remember, but the 
Rotunda Hospital which was nearing its 200th year, would always 
be ranked among the premier obstetrical Institutions of the world. 
Professor Adler, who responded, made a felicitous speech at the end 
of which he asked all present to drink to the health of ‘‘The 
Ladies.’’ Dr. Winter, President of the Royal College of Physi- 
cians, also responded, and as the titular head of the Profession in 
Ireland, welcomed the Visitors, 

Dr. Haig Ferguson proposed the Chairman’s health, and 
referred to the delightful reception given on the previous evening. 
Dr. Fitzgibbon in his response said that he appreciated highly 
the honour of having been elected President of the Congress. 

Mr. T. G. Stevens next proposed the health of the Secretaries. 
Drs. Bethel Solomons and Gerald Tierney replied. 

Private Luncheon parties were given on Friday afternoon, after 
-which operations were performed as follows :— 
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1. At the Rotunda Hospital by Dr. Bethel Solomons 
(a) Cure of Procidentia. 
(b) Testing of the patency of the Fallopian tube followed 
by salpingostomy with threading of the Fallopian 
tubes into the uterus. 


(c) Myomectomy. 


to 


. At the Coombe Hospital by Professor Adler 
Vaginal tumour. 


3. At Mercers Hospital by Dr. Fitzgibbon 
Vaginal hysterectomy for Prolapsus Uteri. 


4. At Dr. Steevens Hospital by Professor Davidson 
(a) Cure of Prolapse of the Uterus. 


(b) For urinary incontinence. 


The Congress was a pronounced success, both from the Scien- 
tific and social standpoint. 











DISCUSSION ON 
THE MANAGEMENT OF CASES OF PELVIC 
DISPROPORTION. 


Prof. Johnstone (Edinburgh) said : 


My contribution to this discussion will be brief, and will concern itself 
only with the induction of premature labour as a method of treatment in 
contracted pelvis. The evolution of the Ceesarean operation on the one hand 
and the increased recognition of the possibilities of success by natural, 
unaided labour at term, on the other hand, have produced, during the last 
twenty years, a remarkable change of values in our views of this whole 
question. One consequence has been to focus our attention so particularly 
on these two extremes, at which undoubtedly most cases tend to concentrate, 
that the methods of treatment which fall in between them are described 
with a chilling lack of interest by most writers. It would perhaps be foolish 
to expect them to excite any absorbing interest, for their place in the 
scheme of modern treatment is but small. At the same time, the cases in 
which induction of premature labour may have to be considered are amongst 
the more difficult and on the whole the more interesting cases of dispropor- 
tion, and I think that this operation has met with a degree of condemnation, 
or at least of neglect, which it does not deserve. Of those who condemn it 
actively and emphatically, Whitridge Williams is the most prominent. He 
states that he has never induced labour for this indication and does not 
recommend it, because he thinks the results of allowing cases in which 
induction might be considered to go to full-time and then performing 
Ceesarean section on those who fail to deliver themselves are so satisfactory. 
He says that better foetal results can be obtained by allowing the patient 
in whom induction appears indicated to go to full-time and performing 
craniotomy whenever spontaneous delivery does not occur—which seems to 
me a very sweeping statement to come from one who is usually so judicial 
in his conclusions, and particularly when he has admittedly never performed 
the operation for this indication. Other writers condemn the operation in 
more negative fashion. Holland, for example, in the last edition of Eden’s 
text-book, damns it with faint praise in a manner which is almost as effective 
as Whitridge Williams’s frank condemnation. He refers, however, to the 
series of 206 cases, recorded from Queen Charlotte’s Hospital with no 
maternal deaths but a combined foetal and neonatal mortality of 12.6 per 
cent, and concludes that in So per cent of the cases the operation, under 
carefully selected conditions, may be expected to be successful. 

In other English text-books the matter receives comparatively little 
attention except from Fairbairn, who discusses the operation favourably. 
One turns with interest to the writings of the Glasgow School, because 
pelvic contractions are so notoriously common in that city, and Munro Kerr 
and Hendry speak of the operation as a most useful one, ‘‘which, if 
judiciously employed, gives wonderfully good results.’? They refer specially 
to the unfortunately high foetal mortality, especially amongst the hospital 
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classes, and this is, of course, the point which has proved a stumbling-block 
to most writers. 

Here in Dublin I am encouraged to enter a plea for the operation by the 
fact that both FitzGibbon and Solomons in the recent editions of their text- 
books speak of the operation with approval. FitzGibbon refers to the ex- 
cellent results of induction in cases with a history of previous difficult 
labour at term having resulted in the delivery of a dead infant of average 
weight, or where, after a trial of labour, the high forceps operation or 
pubiotomy had been required to complete delivery.-A high infant mortality, 
he adds, only results from induction before the thirty-seventh week, after 
which date it is not appreciably higher than normal, and the infant requires 
no special attention after the first ten days. Solomons also recommends 
the operation in suitable cases, so that we may take it that the Rotunda 
experience is favourable. I have quoted FitzGibbon verbatim, because his 
statement is at variance with the pessimism of Whitridge Williams, 
Holland and many other writers. Our own experience in Edinburgh con- 
firms FitzGibbon’s view as I shall show. 

Several writers refer to the fact that the foetal head does not grow very 
appreciably during the last four weeks of gestation, and argue from that 
that unless induction is done before the thirty-sixth week, the pregnancy 
might as well be allowed to go on to full-time. This is a fallacious 
argument, because the size of the head is only one of the important elements 
in the question of induction of premature labour. The other is the degree 
of ossification of the bones of the vault of the skull, and this process goes 
on rapidly in the last four weeks, so that the head becomes thereby progress- 
ively less mouldable- 

I pass now to our experience of the operation in Edinburgh. As long 
as I can remember it has been done for the indication of contracted pelvis 
from time to time, and I have always thought that our general impression 
as to the results was uniformly favourable. But “general impressions” 
are notoriously apt to mislead, and I therefore determined to investigate 
the results as accurately as possible, and to reduce the matter to one of 
figures. In entering upon the investigation I had no bias either for or 
against the operation: my sole interest was to ascertain the facts. 

During the five years, 1923-1927, premature labour was induced on 
account of pelvic contraction in the Royal Maternity Hospital, Edinburgh, 
in 104 cases. A questionaire was issued to all mothers, and in this part of 
the enquiry I received most valuable help from Dr. T. L. Y. Finlay, the 
Medical Officer itt charge of the Maternity and Child Welfare work of the 
City, which I am glad to have the opportunity of publicly acknowledging. 
Dr. Finlay’s health visitors and other members of his Staff personally 
visited all the cases in the City which could be traced; they inspected the 
babies and questioned the mothers. The net result of the enquiry was that 
in those 104 cases, there was no maternal mortality, but there were five 
still-births. 99 infants, therefore, left the hospital alive and well, of whom 
nine are known to have died since, but only two in the first month of life 
and only four in the first year of life. The combined foetal and neonatal 
mortality amongst these 104 cases was therefore 6.7 per cent. This seems 
to me to dispose at once of the pessimistic view which is taken by Williams 
and some other writers. 27 of the 99 cases could not be traced after the 
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first month, so that no accurate percentage mortality concerning the whole 
of the first year can be based on the figures. 

If, however, we neglect the untraced cases, we still have 72 in 
which the results are known. In these, as I have said, four died in the 
first year of life, leaving 68 babies alive at the end of the first year—that is 
94.4 per cent which compares favourably with 90.5 per cent, which is the 
proportion of infants of- both sexes together that one may expect to be 
alive at the end of the first year of life, according to figures kindly supplied 
to me by Dr. Crawford Dunlop, Registrar General for Scotland. At the 
end of the second and third years, the percentage alive was 87.5 and 84.7 
respectively. The average figures supplied by the Registrar General for 
these years are 87.8 and 86.7 respectively. It is reasonable to assume that 
the 27 untraced cases would not be subject to a proportionately higher 
mortality, and their ommission need not be considered to vitiate the results. 
I find myself, therefore, in agreement on this point with FitzGibbon, 
whose words I have already quoted, and in disagreement with those who 
take a pessimistic view of the prospects for the infant. 

A more detailed analysis of the cases yields further interesting results. 
It is generally and naturally considered that the earlier the induction, 
the greater the fcetal mortality. But out of six cases induced at the thirty- 
sixth week or earlier, there were no still-births, all the babies leaving the 
hospital alive and well. Of the six, one died at six months, but five were 
alive and well at the end of three years or more. These figures seem very 
satisfactory, but too small to justify a percentage statement. Amongst 
63 cases induced in the thirty-seventh and thirty-eighth weeks, there were 
four still-births. 59 babies left hospital alive and well, of these 40 were 
known to be alive and healthy at the end of one, two, three or more years, 
while five were known to have died between eight months and three years. 
The remaining 14 were untraced. 

In 35 cases induced at the thirty-ninth week, there was one still-birth 
of a child with its cord round the neck and round the arm, and one other 
baby, born of a miserably debilitated mother, died on the thirteenth day. 
Of the remaining 33, 24 are known to be alive and well, while nine were 
not traced. 

Looked at from the corresponding point of view of the size of the pelvis, 
in 12 cases the Conjugata Vera was estimated as just under 3% inches. 
All the infants left the hospital alive and well, but one, which weighed 
only 434 lbs. at birth, died at the end of one month. 


In 43 cases in which Conjugata Vera was estimated as from 3% to 33% 
inches, there occurred the five still-births and one neonatal death in hos- 
nital. In 24 cases, in which the Conjugata Vera was estimated as from 
3% to —4 inches, there was no still-birth; while in 20 cases, in which the 
exact pelvic measurements were not stated, but in which there was definite 
disproportion, there were no still-births. ‘These figures all refer to flat 
pelvis. Of justo-minor pelvis there were five cases, with Conjugata Vera 
varying from 3% to 4 inches, and amongst them there were no still-births 
and no neonatal mortality. 


Yet another point of view is the infant’s weight at birth. The birth- 
weight was under five Ibs. in 15 cases with one neonatal death in hospital ; 
between six and seven lbs. in 41 cases with two still-births ; between seven 
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and eight Ibs. in 34 cases with two still-births. In some of the remaining 
cases the record as regards weight is not complete. 

Lastly, an analysis of the mode of delivery shows that spontaneous 
birth took place in 96 cases with three still-births (one a breech-case, and 
one as aiready stated with cord round neck and arm) and one neonatal death. 
Forceps cases numbered 10 with two still-births ; and in one case delivery 
was successfully effected by version after high forceps had failed in what 
is described as a justo-minor pelvis, and the child which thus defied the 
accepted canons of obstetrics was alive and well at the end of three years. 
The occurrence of two still-births in ten forceps deliveries certainly con- 
firms the general view as to the added risk to the premature foetus of 
instrumental delivery. 

It is no part of my thesis to discuss the relative merits of the various 
methods of induction of premature labour, but I think I ought just to say 
that in the 104 cases an attempt to produce premature labour by the 
administration of castor-oil, quinine and pituitary extract was made in 
65 cases. In 32 of these, the drug method was successful, that is in 49 
per cent of the cases in which it was tried. In the other 33 cases, bougies 
were subsequently introduced and proved successful. In 28 cases, bougies 
alone were employed and succeeded. In four, the labour was induced by 
packing the cervix and lower uterine segment, while in the remaining 
cases various combinations of these three methods were employed. My own 
custom of late years has been to try always in the first instance to bring 
on the labour by means of castor-oil, quinine and pituitary extract. Our 
experience of this method has been exceedingly satisfactory, and it has 
the enormous advantage of obviating any interference with the birth-canal. 
If the drugs fail, then I usually introduce bougies, or a couple of rubber 
rectal flatus tubes, which are softer and therefore perhaps safer than gum- 
elastic bougies. They are, at the same time, a little more rigid than. the 
stomach tube, and I have found them easier to introduce as a result. 

On the basis of these figures, I submit to this Congress that our 
experience in Edinburgh justifies the operation, alike from the point of 
view of the absence of maternal mortality and from that of the foetal and 
neonatal mortality. 


It may be said, as indeed it has been said by Whitridge Williams, that 
as good or even better results are obtained by letting all these cases go 
to full-time and performing Czesarean section upon those in whom spon- 
taneous delivery does not take place. In other words, the operation must 
justify itself in comparison both with delivery at full-time, spontaneous 
or assisted by forceps, and with Cresarean section. In regard to the 
former, I would say that disregarding for the moment the results to the 
child, a delivery through a contracted pelvis often involves a very pro- 
longed and serious strain to the mother, especially to the primigravida, 
and may well leave her with such horror of child-birth that she will dread 
a second pregnancy and do all in her power to avoid it. If by inducing 
labour, one, two or three weeks before full-time, we can make the labour 
easier for the mother without, as I think my figures have shown, materially 
increasing the risks to the child, then I think we are justified in doing sc. 

In so far as it has to be compared with Caesarean section, the first point 
is the absence of maternal mortality. The second is that in induction 
there is no violation of the integrity of the uterine wall. The potential 
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weakness of the uterine scar makes the dictum, ‘Once a Ceesarean, always 
a Cresarean’” apply emphatically to women with contracted pelvis, what- 
ever may be the case with regard to other indications for that operation. 
In the third place, the puerperal period after the induction of premature 
labour is normal, and the mother can resume her ordinary avocations at 
the usual time, instead of being somewhat of an invalid for two or three 
months, as is the case after a Cesarean section. Fourthly, I submit, 
although I have no figures to prove it, that the subsequent fertility of a 
woman is likely to be greater after induction of premature labour than it 
is after Caesarean section. Some of our cases were those of women who 
had had a number of children, all born after induction of premature labour. 
One woman, for example, had had eight, all induced at the end of the 
eighth month, and all alive and well, while several others had had, three, 
four, or five consecutive successful inductions. 

The place of the operation seems to be in cases of disproportion where 
there is just an element of doubt whether a full-sized child will pass 
through the pelvis without subjecting mother and child to a prolonged 
and difficult labour—especially so in primigravidee, for the information 
so gained from a first labour will be of great value in the subsequent 
labours, which such a woman may be expected to have. Secondly, the 
operation seems to be indicated in a woman who in a previous labour has 
been delivered naturally of a still-born child of average or over-average 
size, or in whom the test of labour on a previous occasion had failed and 
necessitated a high forceps operation. Cases of slight contraction of the 
outlet also come within the category of suitability. 


Professor J. HENDRY (Glasgow) referred to the variation in the incidence 
of Contracted Pelvis in different centres in the British Isles. While in 
Dublin the percentage was about five, it rose to forty in Glasgow. X-ray 
pelvic measurements of even the most exact type were of little value in the 
border line cases because the course of each labour depended so much on other 
factors. For the same reason a skiagram of the foetal head lying over the 
pelvic brim even at the onset of labour, does not give great help in esti- 
mating prognosis because the position of the head may alter by flexion 
and by movement to one or other side of the pelvis as soon as labour pains 
become effective. 

In the examination of a contracted pelvis during pregnancy not only 
should the true conjugate be estimated, but also the whole outline of the 
pelvic brim should be traced. The prognosis in flat, and particularly in the 
asymmetrical flat, pelvis is quite different from that in a generally contracted 
pelvis. In all borderline cases the course of the individual labour depends 
on many factors. Such cases should be regarded from the outset as 
possible Ceesarean sections, and must be treated in a Hospital or Nursing 
Home. Not only the actual size of the presenting part, but also the relation- 
‘ship of each point of that part of the pelvic brim are important. The 
degree of mouldability of the foetal head can be estimated even before the 
onset of labour by pressure on the cranial vault per vaginam to determine 
the degree of ossification, and by an estimate of the extent of closure of the 
fontanelles. Not less important are the character of the uterine contractions 
and the general vitality of the patient—inhibition occurring in a nervous 
patient alters the prognosis, 
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The care of the patient in labour in a borderline case should follow 
definite principles. When pains commence the presenting part may engage 
quite easily, and this fact can be ascertained by abdominal palpation. 
When engagement is delayed or progress slow the patient should be 
anzesthetised to allow careful vaginal examination. 

In a flat peivis, particularly with some asymmetry, it is important that the 
occiput should be directed towards the more roomy side of the pelvis : in a 
generally contracted pelvis a posterior position of the vertex is most un- 
favourabie. When this examination is made after fixation, the position of 
the greatest diameter of the foetal head with reference to the pelvic brim 
should be ascertained—a rapidly forming caput succedaneum may make 
the presenting part appear to be almost at the vulva. 

Subsequent examinations in a case which has not been regarded as an 
inevitable Caesarean section can be carried out almost entirely by abdominal 
palpation. The foetal heart rate must be observed frequently—a disturbed 
foetal heart depends not only on the asphyxia produced by interference 
with the placental circulation but also on direct pressure on the foetal brain 
in the narrow pelvis, thus influencing the vagus control of the heart. In 
this method of treatment, the further labour is allowed to progress, the 
more the lower uterine segment becomes stretched, and the more easy the 
lower uterine seginent type of Czesarean section. The stretching, of course, 
should never be allowed to proceed to a dangerous degree. It should be 
emphasised that the ‘“‘trial labour method” is of great value in a primi- 
gravida, but may be dangerous in a woman who has had even one difficult 
instrumental delivery, at which time there may have been considerable 
damage to the uterine wall. Professor Polak’s suggestion that the placenta 
should be allowed to remain inside the uterus until the end of the operation 
is a valuable one. I have done this in the lower uterine segment Caesarean 
section for several years in cases in which the cervix is well dilated and in 
particular where there has been considerable previous interference and risk 
of infection. By following such a procedure there is no need for any 
handling of the inside of the uterus, and I have never had any difficulty 
in expelling the placenta and membranes at the end of the operation. 

The results obtained in a series of 25 consecutive cases with a major 
degree of contracted pelvis, viz: a true conjugate of 3% inches or less, 
treated in my wards in the Glasgow Royal Maternity and Women’s Hos- 
pital, are interesting. Only seven required Caesarean section, and of those 
four had previously been delivered by Caesarean section. Two cases had 
had forceps unsuccessfully applied before admission and the foetus was 
dead—those were delivered by craniotomy. Three primigravide required 
forceps delivery when the head had passed completely into the pelvic cavity : 
in one other case forceps were required when the head had entered the 
pelvic cavity but had not yet completely rotated—a mid-pelvic forceps. 
All the others delivered themselves spontaneously. In one case the patient 
delivered herself of a 7% lb, baby through a pelvis with a true conjugate 
of 3% inches after a labour lasting only eight hours. In the whole series 
the mothers left Hospital after a good convalescence, and, with the ex- 
ception of the craniotomy cases, with healthy babies. The future of the 
child is a most important point and in any investigation into this problem 
great care should be taken to assess the character of the labour at the time. 
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A fairly short violent labour appears just as dangerous to the child, 
particularly a premature child, as a prolonged labour. 


Dr. FarrBairN urged that the induction of premature labour had a place 
in the treatment of cases with pelvic disproportion even in first pregnancies. 
The operation was undoubtedly much overdone, as also was Czesarean 
section, but its consequences were less serious. The possibilities in treatment 
were too much narrowed down if nothing was allowed between a trial labour 
at term and Czesarean section, with or without trial labour. Induction gave 
a further margin for safety between these two. Nothing is learnt from a 
Caesarean section and to be sure of a living child long enough time in labour 
cannot be allowed if the trial is to be followed by a safe Cesarean section. 
Those who rejected induction as a useless weapon were short-sighted and 
could not look further ahead than the one pregnancy they were dealing 
with. In the young primigravida with her whole reproductive life before 
her, it was better to avoid Ceesarean section, for maternal mortality and 
disability is greater and, as Professor Johnstone said and Holland’s figures 
showed, fertility is lowered. 

All speakers agreed that the record of what nature could do was of 
the greatest weight in determining future treatment, but even granting the 
impossibility of accuracy in diagnosis, was it not better to do a number 
of needless inductions and run an extra risk to the foetus in one delivery 
for the sake of future labours rather than embark on Czesarean section on 
insufficient evidence in the young mother ? 

It would be unfortunate if anything was done at this Congress to 
increase the present tendency to resort to Ceesarean section with its greater 
mortality and interference with further function. Rather than reject induction 
that was practically without mortality and disability, surely it was better 
to urge that the lesson should be learnt from one induction and be taken 
as a guide for future labours. 


Mr. T. G. STEVENS said that he was still in favour of induction of labour 
in suitable cases but agreed that a good many inductions were performed 
unnecessarily. Even then he agreed that the procedure saved the patient 
a long and tedious labour in many instances and therefore was in the 
interests of the patient. He also agreed that a trial labour was often 
justifiable, but warned the meeting that an indiscriminate use of trial labour 
followed in many cases by Czesarean section might have a most disastrous 
effect upon the midwifery of the country and increase the maternal 
mortality. The wave of Caesarean section which had passed over the world 
in the last decade was held by many, especially Whitridge Williams in 
America, to be the direct cause of a rise in the maternal mortality rate 
in child-birth. No doubt in the hands of experts the mortality of Caesarean 
section performed early in labour was very small, but who could say what 
was the actual mortality of the operation throughout the country? The 
only available statistics were supplied by experts from the larger hospitals 
and private practice, but large numbers of Czesarean operations were per- 
formed, which were never published, and the mortality rate of them was 
not known. Mr. Stevens still considered that induction of labour was a 
much safer procedure in family practice and that it must retain its place 
in midwifery, 
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Dr. Iacky considered that there is a field for the induction of 
premature labour and reporter a series of 75 consecutive cases of in- 
duction of premature labour which he had done for a moderate degree of 
pelvic contraction : most of these were induced about the 37th—38th week, 
since Caesarean section at term was preferred to induction earlier than the 
37th week. 

In this series o1 cases the maternal mortality was nil, morbidity 1.3 per 
cent, there were no Ceesarean sections nor craniotomy, 84 per cent of the 
children were born alive compared with 48 per cent born at term of the 
same women in their previous labours. Lorey has shown as also has 
Fletcher Shaw that induced babies during the first year of life had a lower 
mortality rate than the average infantile mortality rate for the same town 
during the same year: this at first seems incredible, but it is no doubt due 
to the fact that more attention and care is shown by the mother in these 
cases through anxiety for a living ‘child after enduring perhaps several 
craniotomies. 


Reply by Prof. Fletcher Shaw and Dr. Bethel Solomons. 


In replying Prof. Fletcher Shaw said the discussion had brought out three 
main points upon which he thought it could be assumed the Congress was 
in agreement. In the first place forceps at the brim was an operation which 
was rarely required and should be used only in skilled hands. 

Secondly, Medicinal induction after the 38th week was a valuable method 
of treatment in many cases of slight contraction and allowed many cases 
of trial labour to end successfully which otherwise would have required 
Ceesarean section. He emphasized the fact that the induction should only 
be procured after the 35th week and he himself strongly deprecated in- 
duction before the 36th week. 

And lastly, while ante-natal supervision was of the greatest value when 
carried out by the obstetrician who was to be responsible for the confinement 
it was often worse than useless in many of our large centres where these 
clinics were in charge of whole time Medical Officers who did not attend 
the confinements. 


Dr. BETHEL SOLOMONS in reply, said that the main purpose of the 
teaching at the Rotunda was that the general practitioner should acquire 
knowledge which would ensure a safe delivery for his patients. 


He practically never performed Cesarean section before labour, unless in 
repeat cases with absolute indications. The lower segment operation. was 
safer than the classical. ‘There was practically no mortality, and the 
morbidity was small. It could be done after trial forceps or failed forceps. 
Drainage should be carried out in suspicious cases. The papers read that 
day had established the superiority of the lower over the high incision, 
especially with regard to the number of fatalities in potentially septic cases. 
He intended to give trial labours to patients on whom the lower segment 
operation had been done. 
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There had been one incomplete rupture of a scar : the patient had had an 
eight pound baby: the measurements were normal. On this occasion the 
baby was over ten pounds and foetal distress indicated assistance in delivery 
the uterine muscle had ruptured for about an inch, the membranes and the 
peritoneum were intact. Mother and baby had uneventful recoveries. There 
had been several normal deliveries after previous Caesarean section, There 
was never any necessity for craniotomy on the live child : the lower segment 
operation was as safe, if not safer, in suspicious cases in which marked dis- 
proportion existed. In some cases even when the baby was dead, Czesarean 
section might be indicated. He did not agree that previous stillbirths made 
Caesarean section absolutely necessary, unless the woman was near the 
completion of the child-bearing age. It must be clearly remembered that 
most of the cases reported by Holland were before the popularity of the 
lower segment operation became manifest. The longer labour lasted, the 
greater was the bacterial content of the uterus. When the results of induc- 
tion and Czesarean section were compared, the number of unnecessary 
Ceesarean sections must be taken into account. He, Dr. Solomons, was 
a firm believer in induction, in trial labour, and in induction followed by 
trial labour: they all had their place. There was a very small field for 
induction in primigravidee, but this treatment certainly had a place in 
obstetrics. 


He joined in the protest against the separation of the ante-natal clinic 
from the maternity hospital. The establishment of such isolated clinics was 
a waste of public money which could much better be spent on increased 
grants to the hospitals. Trial lahour could be practised in private practice. 
He had used thymophysin, but while it was successful in a few cases, it 
acted by producing contractions without inducing physiological action in 
the uterus. 


He thought it was a great credit to the Congress and to British and Irish 
obstetricians in particular, that the Kielland forceps had not been mentioned 
by any speaker in the discussion : the instrument was dangerous. 


DISCUSSION ON Dr. PoLAK’s AND Dr. WILFRED SHAW’S* PAPERS. 


Professor Barr Bett said: I think we should congratulate Dr. Polak 
not only on his admirable exposition, but also on the conservative attitude 
he has exhibited in regard to the use of radium, especially in the treatment 
of fibromyomata. I have not employed radium for the treatment of heemort- 
lage due to the presence of these tumours, because it seems almost impossible 
to select the right case when all the circumstances of age, parity, situation 


*Dr. Wilfred Shaw’s paper on ‘‘Metropathia Haemorrhagica” is not 
reproduced in this number, at his request. The chief arguments 
brought forward at the Congress by Dr. Shaw will be found in his 
paper published in the Spring Number 1929 of this Journal, 
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of the tumour and complications, such as necrosis, are taken into account. 
Nor have I used radium for the treatment of dysmenorrhoea except in 
those cases in which there has been menorrhagia or epimenorrhagia, with, 
possibly, clotting of blood in the uterine cavity. In such cases the radium 
treatment is directed to the cause of the excessive loss of blood, the relief 
of the dysmenorrhcea being merely coincidental. 

In menopausal bleeding I have used radium a good deal with uniformly 
satisfactory results, but I cannot claim to have relieved every case with one 
application. In one patient recently it was necesasry to give three applica- 
tions of g60, 1440 and 1920 mg.h., respectively. It is advisable, therefore, 
when the cessation of menstruation is desired to use a heavy dosage. 

I now come to what Dr. Wilfred Shaw cails ‘‘metropathia hemorr- 
hagica,’’ and 1, like Professor Adler, would join issue at once with this 
terminology, and also with ‘‘ovariopathia hemorrhagica’’ which I think 
Professor Adler stated has been used. If we set aside those somewhat 
rare cases of excessive menstrual bleeding (menorrhagia and epimenorr- 
hagia) due to blood dyscrasias, such as purpura heemorrhagica, and to 
mitral stenosis, we are left with a type which defies easy and exact 
nomenclature. It may be said, in a word, that the condition we all have 
in mind, call it what we will, is dependent on disturbances in the hormono- 
poietic system, sometimes with obvious manifestations in the ovary which 
in its functions is linked to the whole ‘‘genital system of ductless glands,’’ 
as I have called it.! 

The changes in the endometrium, if any, are secondary phenomena, 
and the real causal factors lie further back, and are almost certainly related 
to metabolic (chemical) disturbances produced by internal secretions. 


Many years ago I called attention to the part played in the production 
of this form of haemorrhage by over-activity of the thyroid and ovary— 
two organs in which we can recognize changes. The relation of the anterior 
lobe of the pituitary and the other hormonopoietic organs is more compli- 
cated, so, as I have often discussed these matters2, 3. 4 I shall not now deal 
with them. I shall consider only the question of cystic follicles in the 
ovary as a cause of the bleeding. 

It is many years ago since I first called attention to this as a definite 
cause of menorrhagia and epimenorrhagia : I believe in the first edition of 
my ‘Principles of Gynecology” (1910). In the intervening vears I have 
elaborated this view and much corroboration has accumulated, so I think 
we may now assert that in very many of these cases there are unruptured 
cystic follicles sometimes few in number, sometimes so numerous as to 
convert the appearance of the ovary on cross-section to that of Gruyére 
cheese. I cannot agree with Dr, Shaw that the ovary is usually small and 
shrunken. From the work of Loeb, which has been confirmed by many 
other observers, we know that there is a cycle of events in the ovary, and 
that follicles do not ripen in the presence of a mature corpus luteum. It 
follows, therefore, that in those ovaries corpora lutea are absent. Now, it 
is interesting that in rabbits the follicles do not rupture except on coitus 
or mechanical stimulation, so if does are kept from bucks, they come on 
heat repeatedly and the ovaries tend to become occupied by many unrup- 
tured follicles. As a result, I have shown4, 5 that the endometrium becomes 
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hyperplastic—adenomatous—just as it may do in a woman with cystic 
Graafian follicles. 

Thanks to the work of Allen and Doisy7 and others we now know that 
the liquor folliculi contains the ‘‘cestrin’”’ or activating agent in regard to 
the endometrium. Whether in cases of unruptured follicles the cestrin 
is absorbed from the liquor in excessive quantity, or whether the cysts 
‘irritate,’ and cause an increase of secretion from, the interstitial cells, 
is not clear. I have shown by grafting experiments that the interstitial 
cells are concerned in maintaining the integrity of the uterus in the rabbit,2 
and in all probability they, too, produce cestrin. 

There is another very interesting fact to which I may, perhaps, direct 
your attention, namely, in two cases in which I had performed ovarian 
grafting in the human subject, cystic follicles subsequently developed in 
the grafts and epimenorrhagia occurred,6 but ceased immediately the small 
cyst had been removed. Other observers have recorded similar experiences. 
This is a most interesting and important ‘‘experiment”’ and one that proves 
conclusively the part played by these cysts in the production of epimenorr- 
hagia aid menorrhagia. Moreover, it indicates the line of treatment to be 
adopted in women under 4o years of age: the cystic portions of the ovary 
should be excised. I have performed successfully many such operations. 
Hysterectomy shouid not be practised before this age. 

Some of my patients from whom I have removed large portions of cystic 
ovaries have become pregnant subsequently. About the menopause I usually 
employ radium or perform vaginal hysterectomy (especially when the cervix 
is lacerated), and it is interesting to note how often in these cases one 
removes at the same time cystic ovaries. 


REFERENCES, 
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Dr. BETHEL SOLOMONS said that curettage was nearly useless in excluding 
malignant degeneration which might be present in a tumour far away from 
the endometrium, therefore, unless there was some constitutional contra- 
indication to operation, he did not believe in radiotherapy. He had had 
six cases of abdominal malignancy in women who had been treated in this 
way for fibroids. Recently, a case for whom he had recommended hyster- 
ectomy two years previously, and who had chosen radiotherapy, returned 
suffering from a large tumour. At operation he had removed two carcino- 
matous ovarian tumours and a uterus full of fibroids : these had persisted 
in spite of the stoppage of menstruation. The blood changes in connexion 
with radiation must be considered. When a patient was highly anemic he 
advised a bloodless hysterectomy without previous transfusion : it arrested 
further loss, and gave excellent results. 
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He believed that radium should be inserted by the gynzecclogist unde 
the guidance of an expert radiologist. He enquired when retroversion was 
present, whether operation cr pessary was used before the insertion of 
radium : also whether any of the young girls were sterilized by the radium. 
He believed that if the right hormone were discovered, the hamorrhage 
could be controlled : in addition, many of the old time drugs could be tried, 
and these were sometimes successful, 


DISCUSSION ON DR. PARAMORE’S PAPER. 


Dr. Fairbairn complained that Dr. Paramore by constant reiteration 
tried to force on them his mechanistic explanation of Eclampsia. It was 
difficult to understand what was meant by his ‘dynamic stresses’? and 
eclampsia could not be divorced from the other and allied morbid states in 
pregnancy or its renal lesion considered alone.. 

If Dr. Paramore wished to carry conviction he must answer the follow- 
ing questions : 

(1) How can the various clinical manifestations and wide-spread tissue- 
changes fould in eclampsia and other allied disorders of pregnancy be 
explained on his mechanistic view ? 

(2) How can the mechanical stresses explain the pathological changes, 
both renal and hepatic, that occur in toxeemic cases arising in early preg- 
nancy while the uterus is still a pelvic organ ? 

(3) Can dynainic stresses explain similar clinical and pathological 
conditions arising independent of pregnancy and in men as well as in 
women ? 

(4) Why are ovarian cysts and other abdominal enlargements causing 
similar mechanical conditions not associated with the clinical and patho- 
logical features of eclampsia and other pregnancy toxeemias ? 

(5) Why do only a small proportion of pregnant women suffer from the 
the effects of these dynamic stresses ? 





DISCUSSION ON PAPERS OF PROFESSOR ADLER, DR. BAILEY AND DR. STRACHAN. 


Professor BLair BELL said: This little symposium on certain problems 
connected with cancer of the cervix has been most interesting and instruc- 
tive. We are very much indebted to Professor Adler for his admirable 
paper on the value of vaginal hysterectomy. The results obtained by the 
Viennese School of Schauta are most impressive. 

I have come to regard the surgical treatment of cancer of the cervix from 
the following point of view: There are certain cases which can be cured 
by surgical procedures alone ; and these are as readily curable by a properly 
conducted vaginal hysterectomy as by an extensive Wertheim operation. 
But there is this difference between the two operations: the Wertheim 
procedure in skilled hands has an immediate mortality of about 15 per cent, 
while that of vaginal hysterectomy for carcinoma cervicis should not be 
more than about two or three per cent. When, therefore, we take into 
consideration the auxiliary methods of treatment which are now at our 











402 Journal of Obstetrics and Gynecology 


disposal, such as radiation and intravenous injections of lead, it seems to 
me that we are hardly ever justified in performing the extensive abdominal 
procedure. I, myself, only very rarely do so at the present time. 

I have been particularly interested in the technique of the Schauta-Adler 
operation. I do not myself expose the ureters to the extent shown in 
Professor Adler’s slides, but 1 attach inuch importance to the excision of as 
much as possible of the uterosacral ligaments, the lymphatics in which are 
often invaded early in cancer of the cervix. Fifteen years ago I used to 
place radium on either side of the pelvis in a tube leading to the vagina 
when I performed, as I did then, Wertheim’s operation almost exclusively ; 
but I have not used it immediately after vaginal hysterectomy owing to the 
danger to the ureters and base of the bladder. However, Professor Adler’s 
method of protecting the ureters with gauze seems a good one, and worthy 
of a trial, 

Although Dr. Bailey very kindly sent to me the full script of his paper 
a few days ago, I have not had time to do more than glance through it in 
a superficial manner ; consequently, I feel that perhaps my discussion of it 
may also be somewhat superficial. Be that as it may, there are one or two 
things which no one who has seen the complete work can fail to recognize. 
First, it seems almost incredible that one man in the space of two or three 
years could have sufficient concentration to examine thoroughly serial 
sections of 850 cervices. Such devotion deserves all the credit we can 
bestow upon it. Secondly, the literary style is, it seems to me, quite 
exceptional—apart from a few trivial slips—in a work of this character. 
There are many more admirable features which I must leave others to 
discover for themselves. 

In all that I shall say I want to be helpful, if I can, to Dr. Bailey— 
although I know he is well-satisfied with the result of his work—and to 
others who wish to study what may well be regarded as an important 
investigation. 

With regard to the general presentation, 1 personally would have been 
aided, because my mind is a simple one that thrives best on simple fare, 
if Dr. Bailey had been a little more direct : circumlocution and insistent 
lengthy repetition of not unknown facts are tiring. Again, I cannot but 
feel that some of the important phenomena on which Dr. Bailey rightly, 
in support of his views, lays stress should have been illustrated by much 
higher-power photomicrographs. Dr. Bailey has studied the sections, we 
have not; consequently all photomicrographs should “spring to the eye’’ 
as it were, in illustration of his text. I would instance figure XXIII in 
this connexion. This can easily be remedied, for technicaJly all the illus- 
trations are excellent. Last, in respect of the general aspects of the work, 
I am not sure that Dr. Bailey has secured what he set out to find; er, 
indeed, whether there is much that is essentially new in his observations 
and conclusions. 

There are some details of description and opinion with which I find 
myself unable to agree. I will give five examples :— 

(a) Dr. Bailey describes the crypts in ‘‘papillary adenoma’”’ (I go even 
further than he does for I flatly refuse to use the word ‘‘erosion’’) as down- 
growths from the surface, as though, I take it; in this condition the 
columnar epithelium creeps over the surface and dips into the underlying 
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stroma. This, if I have placed a cerrect interpretation on his views, I believe 
to be a fundamental mistake. Papillary adenoma is due, I think, to 
a breaking through fr$m below of an adenoma on to the surfacel (Figs. 1 
and 2). 


(b) In his description of the relative protective functions of squamous 
and coluiinar epithelium, it appear to me that Dr. Bailey has ignored a good 
deal of evidence against his view that the columnar is better able to with- 
stand irritation from without than squamous epithelium. Imagine for a 
moment the perils to which a woman would be exposed if her vagina were 
covered normally with columnar epithelium. Nature ordains that this shail 
not be so, by causing columnar epithelium to be converted into squamous. 
I have described2,3 the fate of the columnar epithelium found in cases of 
hamatocolpos. Again I have seen the metaplasia of columnar to squamous 
epithelium in the posterior wall of a Wolffian cyst left exposed in the 
vagina. Further, I have shown4 that in a pyometra the irritation may 
cause the columnar epithelium to be converted into a transitional or 
squamous type. I have also examined histologically an endometriomatous 
polyp the columnar surface-epithelium of which had undergone metaplasia 
to squamous epithelium, after the polyp had been extruded through the 
os externum. 

(c) It seems to me to be unscientific to describe the ulcers found with 
prolapsed cervices, which are usually due to trauma—friction—as part of 
the process under discussion—‘‘ulcerative erosion’? Dr. Bailey calls it. 

(d) I do not think Dr. Bailey has distinguished between eversion of the 
cervical mucosa due to jaceration and adenomatous development. 

(c) Dr. Bailey takes insufficient account of the time or period of the 
infection in assessing his findings. He lays stress on the ‘“‘degree of viru- 
lence’”’ (as judged by the changes seen) and the host’s resistance, but the 
other factor is not estimated as it might possibly be from the clinical 
history. : 

Further, I would also call Dr. Bailey’s attention to the fact that diffuse 
adenoma of the vaginal cervix may be seen in young girls (I have seen it 
at the age of 13)—virgines intactee-—in association with adenoma of the 
endometrium causing epimenorrhagia. Surely it is probable that the two 
conditions were due to the same stimulus of hormonopoietic (? ovarian) 
origin, The growth stimulus of inflammatory exudates is only one of very 
many chemical stimuli leading to cell-proliferation. 7 : 

No doubt other details will be discussed by different speakers. 

With regard to the principal finding of Dr. Bailey--what he calls the 
‘“‘basic”’ or “intermediate cause’’—the factor which lies between the primary 
factor (in this case bacteria) and the specific malignant process I have 
described5—I would call his attention to the work of Warburg® and our- 
selves? in connexion with the glycolytic activity of inflammatory exudates 
similar to that of the cancer cells, and the investigations oi Bierich and 
Rosenbohm’ on the infiltrative processes connected with lactic acid produc- 
tion: I have not time now to discuss and correlate this work. It should 
at least have been mentioned, for histological findings only demonstrate 
the resuit of complex chemical events. Even so, great care in the inter- 

pretation of them is necessary. 
Although I have not had an opportunity of refreshing my memory, 
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I would like to ask Dr. Bailey to read the paper of F. T. Paul? published 
many years ago in regard to infection and mammary cancer; and also to 
compare with his own findings those of Berkeley and Bonney on leucoplakia 
and kraurosis vulvee.l0 The admirable description by Bonney! of pre- 
carcinomatous changes in the cervix, to which reference is made, is certainly 
supported by Dr. Bailey’s findings. 

I hope Dr. Bailey will, understand why I raise these points : it is that 
I am intensely interested in the excellent piece of work he has brought 
before us, and that I want so to place it that it may be in proper perspective. 
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DiIsCUSSION ON DR. MILES PHILLIPS’ PAPER. 


Dr. BETHEL SOLOMONS believed that there was a great future in this form 
of treatment. He had had several cases of menstruation which followed 
prolonged amenorrhcea. He believed, however, that X-radiation should be 
left until the last, and that an effort should be made with hormonic prepara- 
tions and other stimulating drugs. 
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Lancet. 
January 5, 1929. 
Severe aneemia of pregnancy and the puerperium. W. Evans. 
January 12, 1929. 
Urine proteins in nephrasis, pregnancy and myelomatosis. L. F. Hewitt. 
January 19, 1929. 
*Pregnancy complicating simple goitre and Graves’s disease. H. Gardiner- 
Hill. 
January 26, 1929. 
*Pemphigus neonatorum. T. H. C. Benians and RB. H. Jones. 
*A case of rupture of the uterus, E. A. Gerrard. 
February 2, 1929. 
*Pemphigus neonatorum. F. G. Collins and H Campbell. 
February 9, 1929. 
Cretinism, diabetes and pregnancy. L. J. Witts. 
A series of monsters. E. Joan Parry. 
February 16, 1929. 
Marvellous Montpellier midwifery. H.R. Spencer. (Correspondence). 
February 23, 1929. 
Blood-choiesterol during the menstrual and epileptic cycles. E. Goodall. 
March 2, 1929. 


*Grave familial jaundice of the newly-born. A. C. Hampson. 


March 9g, 1929. 
*Bacteriology of a series of uteri removed at operation. E. H. Lepper 
and M. Martland. 
Traumatic aneurysm of the internal iliac artery. W. H. C. Romanis. 
March 23, 1929. 
The cholesterol metabolism during pregnancy. . Addyman Gardner 
and H. Gainsborough. 
"Puerperal infection due to B. aerogenes capsulatus. F. Ivens. 


March 30, 1929. 
Induction of abortion from the psychiatric standpoint. B. Hart. 
Biological diagnosis of pregnancy. F. A. E. Crew. (Correspondence). 


rregnancy cemplicating simple goitre and Graves’s disease. 

Gardiner-Hill finds that women with simple goitre may safely become 
pregnant but thyroid extract must be given during and after pregnancy 
as hypothroidism usually develeps. In primary Graves’s disease 
improvement was usually noted during pregnancy and this was permanent 
in cases which were delivered normally at term. In the author’s series 
miscarriage or premature labour occurred in 50 per cent of cases. 
This was attributed to shock, mental and physical strain and to inefficient 
treatment of the disease. He considers that it is important to guard 
against premature termination of pregnancy in a woman with Graves’s 
disease, 
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Pemphigus neonatorum. 

Benians and Jones find that pemphigus neonatorum is due to a 
primary infection by staphylococcus aureus. The primary source can 
usualiy be traced to a septic focus of the blister on the mother or one of 
the attendants. The commoner types of staphylococcal lesion such as 
follicular abscesses are not so liable to lead to phemphigus in babies. In 
fatal cases the umbilicus is usually infected and should be protected with 
the greatest care. They find no evidence of a filterable virus. Staphyloccal 
conjunctivitis is probably an allied condition. 


Pemphigus neonatorum. 

Collins and Campbell consider that the disease is conveyed from infant 
to infant by attendants. The groins are usually attacked first. Although 
the staphylococcus has been isolated in the majority of cases they are not 
satisfied that this is the specific organism. The best treatment is to bath 
the child daily in weak antiseptic and to apply dry antiseptic powedr. 
All contacts should be carefully disinfected and the Gisease should be 
made notifiable. 


A case of rupture of the uterus. 

The second child of twins became impacted, a hand and a foot pre- 
senting and delivery was easily performed by traction on the foot. After 
two hours the uterus was explored with a view to removing the placenta. 
This was found to have been delivered into the abdominal cavity through 
a large tear in the anterior wall of the lower segment. At laparotomy 
no blood was found in the abdominal cavity. The uterus was removed 
and recovery was satisfactory. Rupture had apparently been caused by 
one of the child’s legs before admission. Hzaemorrhage was negligible and 
shock was not apparent for six hours after the rupture had occurred. 


Grave fam‘lial jaundice of the newly-born. 

In this condition the jaundice appears during the first day. The stools 
are of normal colour and the temperature is normal. The urine contains 
excess of urobilin and frequently bilirubin. If untreated the prognosis 
is very bad. The author has had 18 cases and 17 have recovered when 
treated with the mother’s serum. The dose is controlled by the degree 
of jaundice and by the bilirubin content of the blood. Injections are con- 
tinued until this is 1:150,0c0. 5-15 cc. are given in twenty-four hours and 
a total of 30 to 60 ce. is usually required. Special importance is attached to 
the early onset of the disease, i.e. with twenty-four hours and to the history 
of previous jaundiced children which died. The only fatal case in this 
series was moribund when treated. 


Bacteriology of a series of uteri removed at operation. 

The uteri examined were removed at operation for other than septic 
conditions. In 17 out of 41 uteri organisms were found in the wall and 
endometrium of the fundus. In 13 out of 37 cases organisms were found 
in the interior of tumours. In 27 per cent of the uteri and in 19 per cent of 
the fibroids pathogenic organisms were found, 
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Puerperal infection due to B. zrogenes capsulatus. 

In the case reported, 30 cc. of anti-streptococcal serum were given 
immediately after a difficult delivery. 20 cc. of Weinberg anti-gangrene 
serum and 20 cc, of anti coli serum were also given within 24 hours. B. 
«roegenes capsulatus was isolated and the cervix, vagina and perineum 
became gangrenous and cedematous. A short summary of the literature 
is given, 


A. Walker. 


British Medical Journal. 


January 5, 1929. 

Laceration of the anterior wall of the female urethra and its repair. 
W.. Lee, 

Twin abortion from a uterus didelphys. R. T. Bannister. 

Standards of puerperal morbidity. F. J. Browne. (Correspondence). 

Streptococcal vaccines for puerperal sepsis. L. Colebrook and C. E, 
Jenkins. (Correspondence). 

Investigation of maternal mortality. R. L. Kitching. (Correspondence). 

So-called ‘‘White Asphyxia’’ of the newborn. N. B. Capon and W. A. 
Trumper. 


January 12, 1929. 

Pregnancy associated with diabetes mellitus. K. Shirley Smith and 
F. Roques. 

Protein therapy in insanity of puerperal origin. V. Barkin. 

The definition of puerperal pyrexia. R. R. Armstrong. (Correspondence). 

So-called ‘‘White Asphyxia’’? of the newborn. M. Salmond and B. 
Turner; C. Langton Hewer; S. Southall: K. J, Aveling and I. 
Crawiord. (Correspondence). 


January 19, 1929. 
*The prognosis and treatment of eclampsia and albuminuria. J. Young. 
Statistics and puerperal morbidity. J. McGibbon and B. Solomons. 
(Correspondence). 
Streptococcal vaccines and puerperal sepsis. R. R. Armstrong and W, 
Shaw. (Correspondence). 


January 26, 1929. 
Torsion and strangulation of a hydatid of Morgagni. D. A. Abernethy. 
Vaccine treatment of puerperal sepsis. D. Thompson and R. Thompson. 
(Correspondence). 


February 9, 1929. 
Diagnosis of early pregnancy. R, W. Johnstone. (Correspondence). 


February 16, 1929. 
The glycerine treatment of puerperal sepsis. S. A. McSwiney. 
Strangulation of a hydatid of Morgagni. R. W. Johnstone; H. Leith 
Murray; and D. A. Abernethy. (Correspondence). 
The prognosis in eclampsia and albuminuria of pregnancy. A. Crook. 
(Correspondence), 
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February 23, 1929. 
A case of ulcerative endocarditis of puerperal origin. E. K. Macdonald 
and G. R. MacNab. 
The cause and cure of morning sickness. J. Kirkpatrick Reid. (Corres- 
pondence). 
Standards of puerperal morbidity. E. H. Tweedy. (Correspondence). 


March 2, 1929. 
Placenta praevia and its resulting foetal mortality. F, Neon Reynolds. 
Prognosis in eclampsia and albuminuria of pregnancy. J. Young. 
(Correspondence). 
March 9g, 1929. 
British College of Obstetricians and Gyneecologists. (Leader). 
The cause and cure of morning sickness. J. Kirkpatrick Reid. (Corres.) 


March 16, 1929. 
Baby born with a ‘‘Tail.”” A. Sydenham. 
A College of Obstetrics and Gynecology. H. R. Spencer. (Correspon- 
dence). 
Prognosis in eclampsia and albuminuria of pregnancy. A. Crook. 
(Correspondence). 
March 23, 1929. 
A College of Obstetricians and Gynaecologists. W. Blair Bell. (Correspon- 
dence). 
March 30, 1929. 
"The problem of puerperal sepsis: the bacteriology of the puerperium. 
R. R. Armstrong and H. Burt-White. 
Painless labour with inversion of the uterus. H. R. Sparrow. 


The prognosis and treatment of eclampsia and albuminuria, 

In 1927 the author showed that in 47 consecutive cases of eclampsia 
in parous women, toxzemia had been present in previous pregnancies in 
31.9 per cent of cases. If cases of abortion, accidental haemorrhage, 
premature or still birth ‘‘without toxcemia’’ are included the percentage 
is raised to 44.7. Jessie C. B. Sym has since followed up 67 cases of 
eclampsia which survived and finds that a total of 60 pregnancies super- 
vened, 24 of which were abnormal, i.e. 40 per cent were toxaemic. 

In a series cf ‘‘albuminuric’”’ cases 35.6 per cent of 118 cases gave a 
previous history of toxemia, abortion etc. Following up survivors, 81 
cases had 84 pregnancies, 52 per cent had albuminuria and 69 per cent 
were abnormal. 


These two groups added together show that 57 per cent of 144 sub- 
sequent pregnancies were pathological. Over three per cent of women 
who became pregnant after a toxeemic pregnancy died of toxeemia. Young 
does not accept the ‘‘text book”? teaching that eclampsia and ‘‘pre- 
eclampsia’ are non recurrent and that there is a special type of recurrent 
toxeemia known sometimes as the nephritic type. All types of toxeemia 
of late pregnancy may be recurrent. The tendency to recurrence may 
be attributed either to chronic nephritis or the nephritis may be attributed 
to recurring toxzemia which eventually causes permanent renal damage. 
The author considers that the renal damage is secondary and the kidney 
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is injured together with other organs by the circulating toxins. His 
reasons shortly are (1) Recurrent eclampsia or albuminuria is similar to 
the initial attack. (2) Just as initial toxaemia occurs in a woman with 
previously normal kidneys so the kidneys are normal between toxaemic 
pregnancies. In many cases, even after more than one toxzemic pregnancy 
no further evidence of renal or vascular disease may appear provided that 
piegnancy does not agair occur. (3) Chronic renal disease is the result 
of excessive damage due to toxzemia. Evidence of chronic nephritis was 
found in only two out of 66 post-eclamptic cases and in six out of 73 
post albuminuric cases. (4) There is a great tendency in these cases to 
abortion. This is usually attributed to renal insufficiency which may be 
unassociated with any evidence of renal disease. 

Abnormal pregnancies, whether accompanied by toxcemia or not, all 
show extensive disease of the placenta and in the author’s opinion this 
is the source of the toxin. After the placental damage has occurred 
toxemia may supervene (1) if the amount of diseased placental tissue 
is large enough and (2) if the diseased tissue remains in the uterus for 
a sufficient length of time. 

In dealing with a toxeemic pregnancy the interests of the mother are 
opposed to those of the child. Mild cases may pursue a simple course and 
respond to treatment while severe cases resist all treatment. The foeta) 
mortality is high—2g per cent in the author’s series—and many children 
die soon after birth. The author considers that in the past too much 
regard has been paid to the child and not enough to the mother. 

Except in mild cases, no toxic patient should be treated for more than 
two weeks, and then only if progress is good. If seen before viability 
delay is rarely justifiable. In urgent cases the author advocates Ceearean 
section under spinal anzesthesia. He commends the wider employment 
of spinal anzesthesia for Czesarean section. When eclamptic fits occur 
active intervention must be avoided. No woman should be allowed to 
have more than two toxzemic pregnancies and antenatal supervision must 
be carefully carried out. It is possible that focal sepsis may be an im- 
portant etiological factor in the causation of pathological pregnancy. 


The cause and cure of morning sickness, 

The author considers that turgidity of the vagina and cervix with 
obstruction of the cervical canal by secretion is the cause of morning 
sickness. He treats this by means of glycerine and borax tampons. In 
subsequent correspondence he states that he has never had a case of 
abortion due to the glycerine but knows of two cases treated by others 
which aborted some time after the termination of treatment. 


The problem of puerperal sepsis: the bacteriology of the puerperium. 

This paper deals with the bacteriology of the uterus with special 
reference to streptococci and abnormalities of the puerperium. It is 
widely accepted that morbidity is mainly due to the streptococcus 
pyogenes, but, if the definition of puerperal pyrexia as defined by the 
Ministry of Health be accepted, this view requires modification. The 
material used in this paper comprises 88 cases with normal puerperia, 
41 cases of ‘‘puerperal pyrexia’ as defined by the Ministry and 20 cases 
of severe puerperal sepsis. Swabs were taken by the technique previously 
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published, the swabs were shaken up in broth and, after incubation, 
zerobic and anzerobic plates were cultured. The normal cases gave the 
following results. Staphylococci 44 per cent, diptheroids 20 per cent, 
Déderlein’s Bacillus frequently, Enterococci 19 per cent, Streptococci 19 per 
cent, B. coli four per cent. Other organisms were found and nine per 
cent were sterile. Streptococcus faecalis was the commonest type of 
streptococcus and was found in nine cases, S. cervicis uteri in seven, 
S. pyogenes in two and S. salivarius in one case. B. coli rarely invade 
the genital tract. The morbid cases showed a much larger number of 
organisms and the streptococcus and B. coli were more often found. 
Streptococci were present in the majority of cases but except for one severe 
case, S. pyogenes was only found in mixed culture. Most of the cases 
in this group had complicated labour which seems to bear an important 
relation to puerperal sepsis of a minor degree. When S. pyogenes is 
found in cases of “puerperal pyrexia,” the authors consider that the 
case should be classified as one of ‘‘puerperal fever” and treated accord- 
ingly. In 20 severe cases, S. pyogenes was found in pure culture in 19 
and in the 20th case was found in the blood culture. Blood culture was 
positive in ten cases, negative in five and not done in five. 

The existing standards of puerperal pyrexia are unsatisfactory and 
all morbid cases should be examined bacteriologically by means of a 
cervical swab. Cases in which S. pyogenes is found should be isolated 
and a guarded prognosis given. Other cases do not require isolation and 
can be treated on general lines. If ‘‘severe’’ and ‘‘clinically septic’? cases 
be excluded, there is no essential difference between the morbid and 
normal cases. Injuries and exhaustion following prolonged labour seem 
to allow otherwise harmless organisms to invade the tissues. These 
organisms rapidly invade the puerperal uterus and the infection attains 
a maximum between the third and fifth days. A. Walker. 


The Quarterly Journal of Medicine. 


No. 86, January, 1920. 

“Improvement of diabetes in a pregnant woman due to foetal insulin. 
R. D. Lawrence. 

*An cetiological study of primary Graves’s disease with special reference 
to the significance of the sex events in the female. H. G. Hill. 

*The treatment of certain forms of infantile atrophy with atmospheres 
enriched by oxygen and carbon dioxide. E. F. W. McCrea and H. S. 
Raper. 


Improvement of diabetes in a pregnant woman due to fetal insulin. 

Lawrence in describing a case of twin pregnancy established that : 

(1) Up to the 27th week cf pregnancy the mother’s carbohydrate tolerance 
deteriorated. From the 28th week until the end of pregnancy, a great 
improvement, to the extent of at least 100 grams of carbohydrate a day, 
took place. This increase in tolerance, was not maintained after labour, 
and can only be ascribed to foetal insulin aiding the diabetic mother. 

(2) The mother’s carbohydrate tolerance was slightly greater after 
than before pregnancy. 
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(3) A lowering of the renal threshold took place at the 16th week, 
but it returned to normal again at the 34th week. 

(4) No change in the fatty acid glucose ration tolerated was observed 
when the loss of glucose due to the lowered renal threshold in the early 
months and to the carbohydrate ‘‘drain’’ of the foetuses in the later months 
is taken into account. 

(5) The pregnancy was complicated in the later months by severe 
cedema due to salt retention and parenchymatous nephritis. This neces- 
sitated a Cesarean section by which healthy twins were delivered. 


An etiological study of primary Graves’s disease with special reference to the 
significance of the sex events in the female. 

From observations drawn from a complete series of 206 cases of 
primary Graves’s disease, both male and female, Hill maintains that the 
sex events in the female—puberty, pregnancy, the puerperium and the 
climacteric—appear to be important predisposing factors, for the incidence 
of cases was considerably greater at these times, 62, or approximately one 
third, of the 183 females developing the disease at the time of these events. 


The treatment of certain forms of infantile atrophy with atmospheres enriched by 
oxygen and carbon dioxide. 

Twenty-one cases of infantile atrophy waere treated at the Manchester 
Babies’ Hospital. The infants selected for the experimental work were 
those which obstinately refused to gain weight and responded to prolonged 
dietetic and therapeutic measures. 

In a preliminary paper the view was put forward that there was 
possibly a localised anoxzemia, such as may occur from stagnation of 
the blood-flow, in certain areas. For the experimental work a special 
cot is employed. This consists of an air-tight box with a movable glass 
lid. An inlet pipe admits oxygen and a second pipe permits the with- 
drawal of samples of air for analysis. The atmosphere is enriched to 
about 4o per cent of oxygen. As no attempt is made to remove carbon 
dioxide, samples taken at the end of two hours showed that from two 
to three per cent of carbon dioxide was present. The infant is removed 
for nursing requirements. 

Of the twenty-one cases subjected to the treatment all save one res- 
ponded in some degree and the great majority benefited in a remarkable 
manner. Infants were also tried with the enrichment of carbon dioxide 
and normal atmospheric oxygen. The authors were unable to ascribe 
the improvement to any factor other than the increased carbon dioxide 
(and in some cases oxygen) in the air breathed. 

Comparisons of the rates of progress made with and without oxygen 
enrichment did not point decisively to either excess of oxygen or the 
raised percentage of carbon dioxide being the deciding factor in the 
local results. 

On the whole, progress was slightly more rapid when both oxygen and 
carbon dioxide were increased, so that the conclusion is that an increase 
in both oxygen and carbon dioxide is the most beneficial. Analysis of 
the urine of all these cases showed a high ammonia coefficient prior to 
treatment, the figure falling to normal during the period under treatment. 


R. C. Lightwood. 
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The Canadian Medical Association Journal. 


October, 1928. 
*Uterine haemorrhage and its treatment. T. S. Cullen. 


December, 1928. 
"A conservative method for the control of uterine haemorrhage by X-rays. 
A. S$. Kirkland. 


Uterine hemorrhage and its treatment. 
The conditions causing uterine hemorrhage fall into two main groups : 
1. Those dependent on recent pregnancy. 
2. Those independent of it. 


Uterine hemorrhage dependent on recent pregnancy. 

This occurs with: (a) premature separation of the placenta, (b) retained 
membranes, (c) hydatidiform mole, (d) chorio-epithelioma, (e) tubal preg- 
nancy ({) pregnancy in one horn of a bicornuate uterus. 

Premature separation of the placenta :—Here the presence of pregnancy 
and the causes of the bleeding is known, placenta praevia will be antici- 
pated and the aim will be to prevent miscarriage. 

Retained membranes :—Usually the patient gives a history of 
pregnancy though unscrupulous ones may deny it to mislead the physician 
into innocently curetting away the foetus and membranes. In a straight- 
forward case there is a history of one or more menstrual periods missed, 
then bleeding commenced, then a foetus has escaped with some water, 
and the afterbirth has or has not come away. In such cases dilatation and 
gentle curetting will bring away the remaining membranes which should 
be carefully examined microscopically for villi. In taking the history, 
it should be ascertained if possible whether or not a foetus has been seen 
as an expelled decidual cast has been mistaken for a miscarriage and an 
existing tubal pregnancy overlooked. 

Hydatidiform mole :—In these cases pregnancy proceeds normally for 
two or three months when a brownish discharge occurs and the patient 
feels unwell. Watched for another month or two it becomes evident that 
something is radically wrong and termination of pregnancy is imperative. 
When the os is dilated pale cysts of varying size are encountered. 
Now and then bilateral multilocular corpora lutea may develop as 
the uterus enlarges, a knowledge of this will materially aid diagnosis. 
These cysts contain relatively clear fluid and are lined with several layers 
of lutein cells. Scattered throughout the stroma are rows and clumps 
of these cells. The author never saw these cells except in association with 
hydatidiform mole or chorio-epithelioma. In a case quoted the masses 
were the size of a grape fruit on each side. The ovaries returned to normal 
size in fourteen days. 


Chorio-epithelioma :—In some cases the history of a previous mole 
can be elicted, but after the removal of a hydatidiform mole, one is always 
fearful of a chorio-epithelioma developing or having been present prior to 
its removal. 

Histologically the two conditions are similar; proliferation of Lang- 
han’s layer, marked overgrowth of the syncytium with vacuolization are 
present. Only by examining a section of the wall of the excised uterus 
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can simple hydatidiform mole be differentiated from chorio-epithelioma ; 
a diagnosis should never be made from scrapings. The finding of coagu- 
lation necrosis of the tissues lining the uterine cavity is strong pre- 
sumptive evidence of malignancy. Caution in making a positive diagnosis 
is urged. One must remove the uterus in suspicious cases or watch for 
developments. Cells suspiciously like sarcoma are frequently seen in the 
uterine muscle under the, placenta. 

Tubal pregnancy :—Almost unknown thirty years ago, it is now 
usually diagnosed at the time of rupture and frequently before. A typical 
history is one pregnancy; then none for several years, a period a few days 
or a month late; then a little continuous bleeding; then pain on one or 
other side of the uterus. Examination discloses a mass to one or other 
side of the uterus, with a velvet feel superficially and firmer texture 
deeper. Uterine casts in scrapings show decidual reaction in the endo- 
metrial stroma cells with hypertrophy of the deeper parts of the glands. 
Another sign is the greenish blue colour of the umbilicus and surrounding 
skin, gradually changing colour like a bruise, which indicates free blood 
in the abdomen. 


Uterine hemorrhage independent of recent pregnancy. 

Benign changes in the cervical and corporeal mucous membranes. 
Simple polypi usually conform histologically to the mucosa from which 
they arise. Intermenstrual and irregular bleeding from congestion and 
trauma of the polypus is characteristic: endometrial polypi also cause 
menorrhagia. Hyperplasia of the endometrium usually occurring during 
the child-bearing period is invariably accompanied by profuse and _pro- 
longed menstrual periods. Histologically, the endometrial stroma is 
exceptionally cellular and. nuclear figures, like those present in the 
epithelial cells, and peculiar to this condition, are frequently found. The 
epithelium is higher, closely packed and deep staining. The glands are 
large and more tortuous. After curettage the periods are usually normal 
for from three to five months but it may have to be repeated four or five 
times to relieve the symptoms permanently. In elderly women with 
atrophy of the genitalia, oozing from fine points on the vulva, vagina 
and cervix may be considerable on any appreciable contact. After the meno- 
pause a blood stained irritating discharge results when pent up secretions 
resulting from the endometritis and temporary occlusions of the cervix 
finally escape. Carcinoma should always be suspected and excluded by 
microscopical examination of scrapings. 


Hemorrhage due to malignant changes of the mucosa of cervix and corpus 
uteri, 

Three kinds of cancer of the uterus occur : squamous celled carcinoma of 
the cervix and adenocarcinoma of the cervix and body of the uterus. Advanced 
carcinoma of the cervix is easily diagnosed but early cases can only be 
determined by microscopical examination’ of a wedge cut from the sus- 
pected area. Adenocarcinoma of the cervix, fortunately rare, is the most 
malignant of all uterine cancers. It arises from the columnar epithelium 
lining the cervix and its glands or extending as an erosion outside the os. 
Adenocarcinoma of the corpus uteri can only be diagnosed with certainty 
by microscopical examination of the curettings. The general pattern of 
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cancer or individual cell appearances are distinctly different from the 
appearance of endometrium. Sarcoma develops in the endometrial stroma 
but is rare; more commonly it is found in the musculature or associated 
with uterine myomas. 


Hemorrhage due to presence of uterine tumours. 

There are three main groups of these tumours : Myomas, adenomyomas 
and sarcomas. Uterine myomas are common. They may be very large 
without influencing menstruation. On the other hand a small submucous 
fibroid of two cms. extending into the uterine cavity may cause most 
exsanguinating menstrual hemorrhage. The tumour may become 
necrotic causing a foul watery discharge, or be extended from the uterus 
to the vagina. Adenomyoma may be limited to one part of the uterus or 
be diffuse with a tendency for the uterus to become adherent to the 
surrounding structures. ‘The growth consists of coarse myomatous tissue 
pervaded with masses of uterine mucosa. Profuse menorrhage, not inter- 
menstrual bleeding, is the rule; grinding pains at the periods are often felt. 
Curetting usually yields normal mucosa. Uterine sarcomas are relatively 
rare—one of two per cent are associated with myomas. They are usually 
diagnosed as myomas until removed. Endometrial sarcoma is easily 
diagnosed from scrapings. ‘Typical sarcoina on section differs markedly 
from myoma. It is homogeneous and as a rule easily broken up with the 
finger. Microscopical examination will give the correct diagnosis although 
a degenerating fibroid may present a puzzling resemblance. The author has 
found in a series of carcinoma of the cervix, two per cent of adenocarcinoma 
of the body, 


Uterine hemorrhage due to diseases of the adnexa. 

A cardinal sign of tubal pregnancy is uterine hemorrhage, which is 
a common symptom of purulent salpingitis. Differentian may be difficult 
but is not essential as operation is indicated in both conditions. A curet- 
tage showing decidua would settle finally in favour of tubal pregnancy. 
Inflammatory diseases of the ovaries being invariably secondary to sal- 
pingitis the same conditions hold here. Ovarian cysts and tumours 
occasionally cause slight bleeding. With removal of the growths as with 
removal of the pyosalpinx, the bleeding ceases. If the bleeding has been 
severe the uterus should be examined as weli. In one case of large ovarian 
cyst, carcinoma of the body was also present. Few cases now appear in 
which a definite cause for bleeding cannot be found. 

Treatment :—-The treatment of premature separation of the placenta 
retained membranes, and hyditiform mole is known to all. The latter should 
be watched afterwards and chorio-epithelioma kept in mind. In tubal 
pregnancy operations should anticipate rupture. When the patient is 
‘in extremis’’ from shock and haemorrhage it is better to wait a short time 
for signs of improvement, then transfuse and operate. Much time is saved if, 
when the abdomen is opened and the Fallopian tube is clamped, three large 
absorptive packs be put in the flanks and pelvis respectively, as by the time 
the Fallopian tube is removed they will have soaked up all the free blood. 
Hysterectomy should always be done for carcinoma of the body ; the results 
are always very good. It should be done for carcinoma of the cervix 
where the growth is limited and no renal, cardiac or lung condition 
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precludes a good risk. Otherwise radium gives a good result. Small 
fibroids yield readily to radium and X-rays, but one should be careful to 
remember that carcinoma may be present, the suspected fibroid may be 
an adenomyoma, that there may be disease of the adnexa or chronic 
appendicitis. When the haemoglobin index is greatly reduced a liver diet 
has yielded brilliant results. Causes of uterine bleeding are becoming 
more apparent each year and treatment is consequently improving. 


A conservative method for the control of uterine hemorrhage by X-rays. 

Uterine hzemorrhage calls for an immediate investigation of its cause. 
This discussion deals with a type of case where there is no gross lesion 
such as multiple fibroids better treated surgically or carcinoma cervicis 
by radium. A group of cases is reported including women from 14 
to 49 years, married and single; all were bleeding severely, all had been 
treated by rest, some by curettage. No gross pelvic lesion could be dis- 
covered on examination. The cases are cited to illustrate a clinical type 
suitable for X-ray treatment. Some results were spectacular; some 
discouraging. The type group is arbitrarily divided into three classes. 
(1) Girls at puberty with severe menorrhagia. (2) Women of child-bearing 
age with menorrhagia and metrorrhagia. (3) Women near the menopause 
with alarming bleeding and where an artificial menopause is desirable. 
Thirty eight case reports, completed for two years, are reviewed. There 
were no failures. A majority suffered from moderate Réntgen sickness. 
Rest in bed for a month is said to be advisable during treatment. Iron 
only as a medicament is to be prescribed, but plenty of fresh air, good 
food and sleep are advised. Menopause produced by X-rays is rapid, safe 
and satisfactory and usually the unpleasant symptoms are curtailed or 
obviated. In women of the child-bearing age and in girls at puberty, by 
judicious estimation of dosage, menstruation can be preserved. 


J. Lyle Cameron. 


The Medical Journal of Australia. 


October 6, 1928. 
Torsion of the Fallopian tube. I,. S. Woods. 


October 27, 1928. 
Some ante-natal observations on two thousand cases. E. B. Hefferman. 
Congenital absence of the clavicles (Hereditary cleidocranial dystosis) 
W. Davis and H. Flecker. 
November 10, 1928. 
The treatment of inoperable cancer by the injection of a colloidal prep- 
aration of various metals—bismuth, lead, copper. J. L. Jona. 
November 17, 1928. 
*The use of morphine in eclampsia. A. M. Davidson. 
Endometrioma. J. I,. T. Isbister. 
“Ectopic gestation: An analysis of fifty consecutive cases. J. B. Dawson, 
A twin ectopic pregnancy. J. B. Dawson. 
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The use of morphine in eclampsia. : 

Provided lavage is carried out, Davidson sees no contraindication to 
the use of morphine in the convulsive stage of eclampsia on the ground 
of delay in elimination, because the function of the kidney is not inter- 
fered with as was formerly believed and the delay in the bowel may be 
counteracted. The action of morphine on the central nervous system 
restrains convulsions, reduces muscular activity, quietens the mind and 
tends to prevent the secondary effects of the seizures. 


Ectopic gestation; an analysis of fifty consecutive cases. 

From this analysis of fifty cases Dawson concludes that the diagnosis 
of ectopic gestation whilst often easy and almost self-evident in its 
dramatic picture, is at other times difficult. The only constant signs are 
abdominal pain and slight vaginal loss. If these are present and associ- 
ated with some period of amenorrhaea or menstrual irregularity during 
the active sexual life of the patient the diagnosis is practically certain. 
In the absence of amenorrhcea some irregularity of menstruation such 
as an interval of five or six weeks between the two preceding periods 
is suggestive. Abdominal tenderness is also very constantly present and 
is of wider distribution than the supra-pubic tenderness that sometimes 
accompanies a uterine miscarriage and may be localised to one ileo-pelvic 
region. The findings on vaginal examination are inconclusive, but in 
association with other phenomena a peculiar tenderness of the uterine body 
and cervix is suggestive. The detection of a definite pelvic mass is a 
valuable discovery. 

Diagnosis prior to rupture is unusual but not impossible. A period of 
amenorrhcea associated with pain of intermittent character in the lower 
segment of the abdomen and the detection of a tender but free tubal swel- 
ling in the pelvis occasionally allow of a correct estimate of the condition. 


F. E. T. 


The Journal of the American Medical Association, 


Vol. 91, No. 1, July 7, 1928. 
Septic arthritis of the hip in a new-born infant following circumcision. 
I. W. Gash. 
Vol. 91, No. 2, July 14, 1928. 
Changes in heated milks. (Editorial). 
Blood groups of mother and child in relation to eclampsia. (Current 
comment), 
Vol. o1, No. 4, July 28, 1928. 
Sexual activity. (Editorial). 
Vol. 91, No. 5, August 4, 1928. 
*Radium statistics of carcinoma of the cervix uteri: Two more five-year 
series. G. G. Ward and L. K. P. Farrar. 
*Symptomatology of vitamin B deficiency in infants. B. R. Hoobler. 
Is eclampsia a hypoglyczemia ? (Editorial.) . 
Vol. 91, No.6, August 11, 1928. 
Organization of a sterility clinic. S. R. Meaker. 
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Vol. 91, No. 7, August 18, 1928. 
Infant mortality rate for 1927. (Current Comment). 
Vol. g1, No. 8, August 25, 1928. 
low back pain. J. T. O’Ferrall. 
Control of public milk supplies. W. F. King. 
A case of paramammary adenofibroma. G. H. Searcy and G. T. Pack. 
Vol: 91, No. 9, September 1, 1928. 
*The present status of ovarian therapy. E. Novak. 
Simplification of infant feeding. (Editorial.) 
Vol. gt ,No. 10, September §, 1928. 
*Prenatal syphilis: Effects of ante-partum treatment. C. H. Marshall. 
Laparotrachelotomy. (Current comment.) 
Vol. g1, No. 11, September 15, 1928. 
*The hormone test for pregnancy: Report II. A. C. Siddall. 
*Clinical experience with irradiated ergosterol. A. F. Hess and J. M. 
Lewis. 
*Treatment of asphyxia in the new-born: Preliminary report of the 
practical application of modern scientific methods. P. J. Flagg. 
Vol. g1, No. 12, September 22, 1928. 
Breast milk: A variable food. (Editorial.) 
Vol. 91, No. 13, September 29, 1928. 
*Benign hemorrhages of the uterus. H. Schmitz. 


Radium statistics of carcinoma of the cervix uteri: Two more five year series. 

The conclusions provided by this statistical presentation are as follows :— 

1. After the first irradiation in carcinoma of the cervix, every patient 
should be examined each month for a period of at least five years, and as 
much longer as possible. 

2. Repeated irradiation, when needed, checks the extension of carcinoma. 

3. A daily douche and care of the general health are necessary adjuncts 
for a cure. 

4. The lacerations of childbirth should be repaired immediately or soon 
after confinement. 

5. A standardization of statistical reports on irradiation of cancer of 
the cervix is necessary for a comparison of results in different clinics. 

6. Reports on irradiation of carcinoma of the cervix should give: 
(a) Results after five years in all cases treated, including both early and 
advanced carcinoma of the cervix. (b) Results after five years in all cases 
treated, when the carcinoma is primary and confined to the cervix, for 
comparison with cases treated surgically. (c) Operability and primary 
mortality. 

7. We believe that the statistics to-day show that in irradiation of early 
carcinoma of the cervix there are just as good results to be obtained as in 
the radical operation, with less primary mortality and less morbidity. 


Symptomatology of vitamin B deficiency in infants. 

Hoobler has from personal observation and from reference to the 
literature compiled a list of tne symptoms of outspoken cases of infantile 
beriberi as it occurs in the Philippine Islands. 
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This symptom complex consists of (1) anorexia; (2) loss of weight; 
(3) spasticity of the arms and legs; (4) rigidity of the neck, and (5) rest- 
lessness and fretfulness. Pallor and a low percentage of haemoglobin are 
accompanying symptoms. An infant whose diet is deficient in vitamin B 
is pale, undernourished, fretful, restless, whining and spastic, and 
consistently refuses to take all of its food. 

Such outspoken cases do not appear in infants of the United States, 
but in the present American diet there is a partial deficiency of vitamin B 
in the diets of nursing mothers and of infants artificially fed on cow’s 
milk, sugar and cereal mixtures that may cause profound systemic changes 
which, in the course of development, may produce symptoms analogous to 
tliose of a complete deficiency. A group of symptoms, appearing in 
infants believed to be on a diet partially deficient in vitamin B were 
caused to disappear on the addition of brewers’ yeast concentrate in suit- 
able quantities to the diet without any other change being made. 


The present status of ovarian therapy. 

Novak shows that great as have been the advances of the past few 
years in our knowledge of the physiology of reproduction, it cannot be 
said that they have as yet added very notably to the therapy of conditions 
dependent on disorders of ovarian function. The newer knowledge, 
however, offers a clear explanation of the failure of the ovarian therapy 
of past years, and, for the first time, justifies the hopes that before long 
some at least of these functional disorders will be amenable to organo- 
therapeutic measures. 

The question as to the singleness or duality of the ovarian secretion 
is still undecided, although, in his judgment, the evidence indicates that 
the follicle and corpus luteum hormones are not the same, and that both 
play important parts in the human sex cycle. This factor, even more than 
that of itladequate dosage, is probably responsible for the unsatisfactory 
results achieved from the employment of the follicle hormone itself. For 
this reason, it is more logical to combine with it the use of corpus luteum 
extract, imitating the sequence believed to occur in the normal sex cycle. 

One of the problems still to be solved, in spite of the encouraging results 
achieved by individual workers, is that of preparing a potent corpus 
luteum extract. The standards of potency are of course very different 
from those of the follicle hormone, a fact which some workers appear to 
overlook, 

Both from a clinical and laboratory standpoint, the evidence indicates 
that the oral administration of ovarian, corpus luteum and ovarian residue 
extracts has little or no value in the treatment of such objective disorders 
as amenorrheea. In the treatment of the characteristic vasomotor symptoms 
of the menopause, there is much evidence, though necessarily only clinical, 
that oral therapy is of value. 

While the hypodermic administration of the newer extracts is, on the 
basis of undisputed laboratory investigations, without doubt the method 
to be preferred, it possesses serious practical disadvantages which will 
almost certainly limit its applicability very materially. These disadvan- 
tages are enhanced for the present by the comparative scarcity of potent 
extracts and their rather considerable cost. As the ovarian follicle hormone 
at least possesses a slight effect when administered orally (not more than 
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one-twentieth the hypodermic effect), it is not impossible that some form 
of satisfactory oral therapy may yet be developed, either by developing new 
sources of supply or by increasing the potency of the substance by some 
artificial means. This would be a contribution of real importance. 

Recent investigations, which demonstrate the profound effect produced 
on ovarian function by repeated implantations of anterior pituitary gland 
tissue, lead to the hope.that future work along this line may yield some 
method of applying this new knowledge therapeutically. 


Pre-natal syhpilis: Effects of antepartum treatment. 

Marshall found that a marked reduction of fetal and infant mortality 
can be obtained in syphilitic families by treating the mother during 
gestation. The earlier the treatment is begun, the greater the probabilities 
for a normal child. Even in recently acquired syphilis, the chances for 
healthy offspring are good with proper ante-natal treatment. Syphilitic 
women should be treated during each pregnancy. 


























The hormone test for pregnancy: Report II. 






Siddall appends the following conclusions to this report :— 

1. This test for pregnancy is based on the effect of the injection of 
gravid female blood serum on the uterus and the ovaries of female white 
mice. 

2. The term hormone test is proposed because the test is for the probable 
presence of hormones. 

3. The hormone test showed a high degree of accuracy in a total of 
142 cases, which indicates that the procedure is of practical value. 

4. The test is reliable early and late in pregnancy. 

5. The hormone test can be used for the qualitative determination of 
the potency of commercial liquid extracts of ovary, placenta and probably 
the anterior lobe of the pituitary. 


Clinical experience with irradiated ergosterol. 

Hiss and Lewis show that irradiated ergosterol is by far the most potent 
of the antirachitic agents. It is an absolute specific. Cod liver oil in the 
amount in which it can be given is a specific of limited dependability— 
only moderately effective for the average infant, uncertain in action 
for the rapidly growing infant, and ineffective for the premature. 
Irradiated ergosterol is quite as valuable in tetany as in _ rickets, 
and in both disorders is remarkable for the rapidity as well as for 
the reliability of its action. The amounts now recommended and 
employed are unnecessarily high, as shown by the fact that they induce 
an excess of calcium and inorganic phosphorus in the blood in the normal 
as well as in the rachitic infaut—hypermineralization. Too great emphasis 
has been laid on rapidity of action. It would seem advisable, before dis- 
tributing unreservedly to the medical profession this potent concentrate, 
to make a more thorough clinical study of its dosage, as has been done in 
regard to other potent extracts. In view of its reliability, its high degree 
of activity and its ease of administration, irradiated ergosterol should 
prove a most valuable addition to our rapidly increasing fund of specific 
autirachitic agents. 
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Treatment of asphyxia in the new-born: Preliminary report of the practical applica- 
tion of modern scientific methods. 

In this preliminary report Flagg contends that no attempt at artificial 
respiration should ever be made in the new-born child until the mouth 
and throat have been sucked free of liquid and until direct vision confirms 
the freedom of the airway. 

The soft yielding tissue of the new-born child, the complete relaxation 
that accompanies the asphyxia of the new-born, the absence of teeth, the 
relatively large mouth and the short distance between the gums and the 
glottis provide ideal conditions for easy and nontraumatic exposure of 
the glottis. As the reflexes reappear exposure becomes more difficult. 

To expose the larynx, the baby is made to lie on a table, flat on its 
back ; the head is moderately extended, the chin being kept in the mid-line. 
The lips are separated and the mouth is opened with the thumb and 
forefinger of the right hand. An illuminated speculum is made to pass 
gently over the tongue until the epiglottis is exposed. The hypopharynx 
is now in full view and the secretion present should be removed by suction. 
The lip of the laryngoscope is now made to pass first beneath the epiglottis. 
Ii no reflex activity of the glottis is observed, an intratracheal suction 
tube is passed between the cords into the trachea to clear the fluid. If there 
is still no laryngeal reflex or only a very faint response the intratracheal 
insufflation tube should be inserted and oxygen and carbon dioxide 
allowed to flow into the trachea. Partial or complete closure of the intra- 
tracheal tube orifice will distend the lungs to the degree to which the 
manometer is set. When the laryngeal reflexes have become active, the 
tracheal tube should be removed and the pharyngeal tube substituted. 

Where oxygen and carbon dioxide are used for stimulation of depressed 
respiration, the pharynx should be exposed and cleared. The reflexes 
having been found active, intubation is dispensed with, and the pharyngeal 
tube is employed. Oxygen and carbon dioxide in the trachea and bronchi, 
even though under little pressure, are absorbed by diffusion. 


Benign hemorrhages of the uterus. 


From a survey of the records of 2,184 hospital in-patients and 2,126 out- 
patients, amongst whom benign uterine haemorrhages occurred in about 
25 per cent. of the cases, Schmitz gives the following classification and 
frequency of the types of bleedings :— (a) Hyperaemia: The menstrual 
flow: lasts too long or is too profuse. It is due to uterine dysfunction. The 
frequency is about 60 per cent. of the total benign haemorrhages. (b) Poly- 
menorrhcea : The menstrual flow occurs too soon. 


It is caused by ovarian 
dysfunction. 


The frequency is about 20 per cent. of the total benign 
hemorrhages. (c) Metrorrhagia: There is a bleeding independent of the 
menstrual flow. It is the result of the loss of continuity of the surface 
epithelium by ulceration, necrosis or rupture of proliferating processes 
within the genital canal. The frequency of the benign metrorrhagias is 
about 20 per cent. of the total benign haemorrhages. 

A diagnostic curettage and microscopic examination of all scrapings 
are necessary in cases in which (1) a correct diagnosis by physical 
examination cannot be made, and (2) the hemorrhage occurred in the 
menopausal period of life. Radiation therapy was indicated in 32.31 per 
cent. of the benign functional hemorrhages and 11.03 per cent. of uterine 
myomas, BRST: 
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Surgery, Gynecology and Obstetrics. 


Vol. xlviii, No. 1, January, 1929. 
*Primary carcinoma of the Fallopian tubes associated with tuberculosis. 
W. P. Callahan, F. H. Schiltz and C. A. Hellwig. 

The possibilities of hysterosalpingography as a diagnostic and therapeutic 
measure. H. Nahmmacher. 

*The diagnosis and treatment of sterility due to diseases of the Fallopian 
tubes ; with a review of the literature and bibliography. H. Schmitz. 
*The hydrogen-ion concentration of the endocervical secretions ; with special 
reference to chemical factors in the causation of sterility. S. R. Meaker 

and W. Glaser. 

The technique of vaginal operations in the uterine adnexa. W. Weibel. 

*Advanced cancer treated with colloidal lead: a report of nineteen cases. 
B. F. Schreiner and R. C. Wende. 
Vol. xlviii, No. 2, February, 1929. 

Artificial insemination by way of the ovarian bursa in the guinea-pig. 

G. L. Kelly, C. B. Fulghum, T. W. Goodwin and W. A. Todd. 
*Malignant and semi-malignant tumours of the ovary. H.C. Taylor, Jr. 
*A simplified technique for abdominal panhysterectomy. E. H. Richardson. 
*The réle of posture in obstetrics. J. Jarcho. 

Vol. xlviii, No. 3, March, 1929. 

Malignant tumours of the female breast ; a clinical and pathological study 
of two hundred and thirty-four cases from the clinic of the Free Hospital 
for Women. G. Van S. Smith and H. K. Bartlett. 

The management of ureteral injuries with a discussion on the surgical 
indications in patients who require ureteral transplantation. A. H. 
Curtis. 

Contributing causes of genito-urinary anomalies. C. H. Mayo. 

The operative technique for the repair of rectocele and injury to the pelvic 
floor. G. G. Ward. 

*Tuberculosis of the cervix uteri: with a report of two cases, one probably 
primary in the cervix. M. Douglass and M. Ridlon. 

*Spontaneous rupture of pyosalpinx into the urinary bladder. S. Di Palma 
and M. M. Stark. 

*The coincidence of hyperplasia endometrii and carcinoma corporis uteri. 

C. F. Fluhmann and H. A. Stephenson. 

Fatal embolus due to inflation of bladder with air. C. P. Mathé. 


Primary carcinoma of the Fallopian tubes associated with tuberculosis. 

Primary carcinoma of the Fallopian tubes has been reported in 196 cases. 
Tuberculosis occurs in one per cent of all gynecological cases, but the 
combination of primary carcinoma of the Fallopian tubes associated with 
tuberculosis of the Fallopian tubes has been reported only six times, the 
author’s case making the seventh. Secondary carcinoma of the Fallopian 
tubes associated with tuberculosis is also extremely rare. The signs and 
symptoms of these conditions, alone and in combination, have been dis- 
cussed. The clinical diagnosis of tuberculosis of the Fallopian tubes 
is very difficult to make. The pathological diagnosis of primary carcinoma 
of the Fallopian tubes associated with tuberculosis must not be confused 
with the atypical carcinoma-like proliferation which is so common in tuber- 
culous salpingitis. 
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Extreme care must be exercisd in making a pathological diagnosis, so 
as not to confuse some of the inflammatory processes occurring in carcinoma 
of the Fallopian tubes with tuberculosis. The concensus of opinion regard- 
ing the «etiology of these conditions is that the one is an accidental 
complication of the other, and although the tuberculous process is usually 
the older, it can not be proved that it is the cause of the carcinoma. One 
case was reported of a primary carcinoma of the right Fallopian tube and 
tuberculosis of the left Fallopian tube. The prognosis is unfavourable. 
Early radical operation is the only treatment which offers any success. 
After two years the authors’ patient showed no metastases and was in 
good health, with the exception of the presence of a fistula. 


The diagnosis and treatment of sterility due to disease of the Fallopian tubes; with 
a review of the literature and bibliography. 

The historical and clinical aspects of pneumoperitoneum, peruterine tubal 
inflation, and hysterography are given, and the technique described. 
These procedures enable the surgeon to make a correct diagnosis of the 
obstruction and to determine the site of the lesion. 

The historical development of plastic operations on the Fallopian tubes 
and ovaries for the relief of sterility is discussed and the technique of the 
operations given. 

If a patient whose husband has been proved potent desires to bear 
offspring operation is indicated to restore the lumen of obstructed Fallopian 
tubes, or in the absence of the Fallopian tubes to transpose the ovary into the 
uterine cavity or cornu. 

The patency of the reconstructed uterine tubes may be maintained by 
the insertion of twigs of catgut or cargyle membrane into the Fallopian tubes 
and by air inflations repeated every ten days, and eventually controlled by 
hysterography following the operation. 

The possibility of conception after such operations has been shown- by 
many reports from medical literature. 

The writer expresses the opinion that the newer methods of gynecological 
diagnosis have created renewed interest in the surgical correction of tubal 
obstruction and established a more scientific basis for such procedures. 
Careful selection and follow-up of cases are the only means which will 
enable us to judge whether or not such treatment is justifiable. 


The hydrogen-ion concentration of the endocervical secretions; with special reference 
to chemical factors in the causation of sterility. 

Meaker and Glaser find that the vaginal reaction is ordinarily unimportant 
in relation to fertility and sterility. It is not always negligible, however, 
for in occasional cases an excessive vaginal acidity may cause sterility. 

The cervical reaction is constantly and definitely alkaline, ranging from 
pH 38.0 to pH 9.0, and being above pH 8.5 in about 80 per cent of cases and 
it is not notably influenced by age, parity, the menstrual cycle, endocervi- 
citis, or viscosity of the endocervical mucus, but in pelvic hypoplasia it 
may possibly be less alkaline than in normally developed cases. 


Advanced cancer treated with colloidal lead: a report of nineteen cases. 
Schreiner and Wende give the following conclusions :— 


1. No clinical improvement in the tumour was noted in any case treated 
in this series. 
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2. Colloidal lead, as used in the treatment of these cases, produced a 
grave anzemia. 

3. There was severe hematuria observed in at least two cases treated 
with colloidal lead. 

4. In their hands the lack of clinical improvement together with the 
severe anzemias and asthenias produced by this form of treatment was 
cause enough for discontinuing the use of colloidal lead in the treatment 
of far advanced cancer. 






Malignant and semi-malignant tumours of the ovary. 

Taylor’s elaborate and profusely illustrated account of malignant and 
semi-malignant ovarian tumours is thus summarized by himself :— 

1. This study is based upon a clinical and histological review of 139 
cases of tumours diagnosed as papillary cystadenoma, primary carcinoma, 
and sarcoma of the ovary. 

2. The present view of the origin of primary epithelial tumours of the 
ovary indicates that a certain mixed group is of teratomatous origin and 
that this group possibly includes the pseudomucinous tumours, while the 
common serous cyst and its hyperplastic and malignant varieties arise from 
the germinal epithelium or abnormally placed endometrial tissue. 

3. A study of these types of ovarian tumours in their various stages of 
hyperplasia and malignancy is given with a description of the histology 
and the end-results in each group. 

4. As regards the histological criteria of malignancy, it is found in 
ovarian tumours that loss of differentiation does not carry with it so severe 
a prognosis as the presence of marked nuclear irregularity, even though 
the latter occur in tumours the structure of which shows moderate functional 
differentiation. For this reason, Group III of completely undifferentiated 
cells showed slightly better results than Group II partially differentiated 
but with marked nuclear irregularity. 

5. The operative mortality depends chiefly on the selection of the cases. 
In this series the mortality was 11.8 per cent for the true carcinoma, and 
2.2 per cent for the semi-malignant papillary tumours. 

6. The percentage of late cures reported depends partly upon the patholo- 
gist’s conception of where to draw the line of malignancy. Of the positively 
malignant cases that have passed three years, the absolute percentage of 
cures in this series is 8.5, while if the actively growing papillary cyst- 
adenomata are included, the results become 21.1 per cent, in each figure 
the untraced cases being counted as dead. 

7. Prognosis is vitally dependent upon histology only in the unusual 
type that may cause peritoneal implantations and regress after complete 
hysterectomy. This variety may be in the nature of a hyperplasia of a 
peritoneal endometriosis. 

8. Prognosis, however, depends almost directly upon the degree of the 
extension of the growth, for when there is a cancer beyond the ovaries, 
uterus, or Fallopian tubes, the results are always bad with the exception 
of a rare cure with the aid of X-ray. 

g. The younger the patient the more benign the histology is liable to be. 

10. The pathology of the generative organs associated with these ovarian 
tumours includes a high percentage of fibromyomata, frequent cystic 
degeneration of the uninvolved ovary when the disease is unilateral, and 
at times possibly a hyperplasia of the endometrium. 
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11. As possible etiological factors in the development of ovarian carci- 
noma are the physiological, diminishéd function of the menopause and a 
congenital undevelopment in women who developed the disease early. In 
substantiation of this, figures are given showing the lower fertility and the 
scantier menstruation in younger women with ovarian tumours. 

12. The treatment, if possible, should be complete hysterectomy with 
removal of both ovaries (except in rare instances) and post-operative 
radiation should invariably be given in the malignant cases. 


A simplified technique for abdominal panhysterectomy. 

The perfected technique of the operation described by Richardson has 
been gradually developed during the past four years, in which period he has 
used it for various types of uterine disease. Thus far he has had no mortality 
and no post-operative complications, other than the minor ones uniformly 
associated with any major abdominal procedure. The operation is, there- 
fore, now offered not with the optimistic fancy that no untoward results 
will later be chargeable to it, but with the confident belief that it possesses 
the following distinct advantages :— 

1. Each step of the operation is anatomically and surgically sound in 
principle. 

2. It is relatively simple, easy of execution and consumes substantially 
less time than has been hitherto required by most operators for abdominal 
panhysterectomy. 

3. There is complete freedom from hzemorrhage or troublesome oozing 
throughout, which is accomplished by means of a carefully planned 
anatomical dissection that serves to segregate the vascular network sur- 
rounding the lower cervix, so that not more than four hemostatic clamps 
are required in the pelvis at any stage of the operation. 

4. The danger of injury to the uterus is reduced to a negligible factor. 

5. The accurate identification and preservation of the substantial basal 
portions of the broad ligaments and of the utero-sacral ligaments for later 
co-aptation to the vaginal vault by a specially devised suture affords an 
efficient guarantee against later prolapse. 

6. The possible contamination of the field of operation or of the peritoneal 
cavity from the cervix harbouring virulent organisms is reduced to a 
minimum. 

7: The special step recommended in the cases in which malignant 
disease is suspected (step 4) constitutes an additional protection against 
possible récurrence. This is a factor of unquestionable merit. 

8. Finally, the factors which commonly produce shock and prompt exodus 
following panhysterectomy, such as excessive loss of blood, extensive 
mechanical insult to the tissues and prolonged operative manipulations, 
are completely eliminated through this simplified technique. 


The réle of posture in obstetrics. 

Jarcho finds that appropriate postures used during difficult labour fre- 
quently obviate the need of instrumental delivery or enable one to substitute 
a simpler for a more difficult operative procedure. The squatting position 
during delivery, which was much used by aboriginal women and is still 
employed by the Chinese, has unfortunately fallen into disuse. Yet it is 
undoubtedly of great aid in labour, particularly in cases of pendulous 
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abdomen, as a preveutative of transverse presentation and as an aid to 
weak labour pains. The Walcher position increases the antero-posterior 
diameter of the inlet from 0.5 to 1.0 centimeters. When the pelvis is slightly 
contracted or the feetal head is a little oversized in a normal pelvis, the use 
of this position often facilitates engagement. The use of the obstetric chair 
is a help to delivery. In the home, an obstetric chair may be improvised 
from a rocking chair, padded with blankets and pillows, and a couple of 
stools as foot rests. The treatment of obstetric difficulties with postures 
should appeal particularly to the physician in rural districts, where hospitals 
are inaccessible. It is eminently practical as a substitute for interference, 
especially when the environment is unfavourable to surgical procedures. 


Tuberculosis of the cervix uteri: with a report of two cases, one probably primary in 
the cervix. 

Douglass and Ridlon report that tuberculosis of the cervix uteri is an 
extremely infrequent gynaecological lesion. Less than twenty cases of 
undoubtedly primary tuberculous lesions in the cervix have been recorded. 
Secondary involvement of the cervix is much more frequent, and the 
prognosis is less favourable, depending upon the severity of the associated 
tuberculous foci. Two cases are presented, one of pantuberculosis of the 
pelvic viscera and a second a presumable case of primary tuberculosis of the 
cervix based on the evidence so far obtained. Complete recovery of the 
patient followed panhysterectomy in the first case. 


Spentaneous rupture cf pyosalpinx into the urinary biadder. 

In recording one case and collecting 34 from the literature Di Palma and 
Stark conclude that spontaneous rupture of a pyosalpinx into the urinary 
bladder is very rare. The symptoms are clinically characteristic. Following 
sharp pelvic or suprapubic pains, large quantities of frank oft-times foul- 
sinelling pus appear in the urine and there is a drop in temperature, 1 
relief of urinary and vesical symptoms, and a decided improvement in the 
general condition of the patient. Cystography and cystoscopy add convinc- 
ing data to an otherwise obvious clinical diagnosis. A patent ostium is not 
always visible in the bladder wall, but an isolated area of cedema or redness 
with a crater-like central depression, together with pelvic pathology, 1s 
presumptive vidence of impending ulceration of rupture. The site of the 
rupture is usually on the lateral wall, just beyond and to one side of the 
ureteral opening. An absolute diagnosis is reached by means of roentgeno- 
grams taken after the pus cavity has been filled with opaque fluid, either 
transvesically or by the authors’ method. A rupture may heal spontaneously, 
as may also the original abscess, and later recur several times, especially 
if the patient is in poor general condition as a result of chtonic invalidism. 
Operation by laparotomy to remove all disease is the proper treatment and 
is best undertaken when the temperature is levelled and the white cell 
count less than 10,c00. The fistulous communication between the pus sac 
and the bladder cannot always be found at the time of operation, but when it 
is found, it is given the necessary surgical attention. Drainage by indwell- 
ing catheters and by gauze through the vaginal vault is recommended. 


The coincidence of hyperplasia endometrii and carcinoma corporis uteri. 
Fluhmann and Stephenson’s study of the literature shows that only a few 
cases of hyperplasia of the endometrium associated with malignancy of 
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the body of the uterus have been reported. This coincidence is thus 
regarded as very unusual. They describe a case in which abnormal bleeding 
occurred in a patient at the menopause. The histopathological examination 
of the uterus showed an early adenomatous cancer arising in the superficial 
layers of a hyperplastic endometrium. All the malignant tissue was 
apparently removed by the curette. The hyperplasia was accompanied by 
an adenomyosis uteri. 
Fee. ©. 
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Colloidal lead with Roentgen therapy in malignant disease. C. A. Waters, 
J. A. C. Colston, and L. N. Gay. 
Colloidal lead and irradiation in cancer. H. J. Ullmann. 
"Histological study of uterine scars after cervical Caesarean section. J. 2’. 
Greenhill and B. Bloom. 
Low incision Czesarean section. A. C. Brock. 
Diabetes mellitus in twins. A. H. Bunce and M. S. Dougherty. 
The teaching of obstetrics. (Editorial). 
Vol. 92, No. 2, January 12, 1929. 
*Can intracranial birth injuries be prevented? H. Ehrenfest. 
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"Behaviour difficulties in children associated with the results of birth 
trauma. P. lL. Schroeder. 
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A. Soiland, W. E. Costolow and O. N. Meland. 
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Excretion of creatine by women. (Editorial). 
Vol. 92, No. 3, January 19, 1929. 
*Brucella abortus infection in man: a serological survey. A. S. Giordano. 
and M. Ableson. 
*The prevention of foetal injuries in breech delivery. E. B. Piper and 
C. Bachman. 
Popular fallacies concerning occipito-posterior positions of vertex. W. D. 
Porter. 
Antirachitic potency in relation to volume of oil in the liver of the cod. 
A. F. Hess, C. E. Bills, and E. M. Honeywell. 
Vol. 92, No. 4, January 26, 1929 
*Trichomonas vaginalis, Donné : preliminary report on an experimental and 
clinical study. ©. H. Davis and C. Colwell. 
Primary aneemias in infancy . (Current Comment). 


Vol. 92, No. 5, February 2, 1929. 
The curd and the butter in infant feeding. J. Brennemann., 
Sterilization without unsexing. I. Surgical review. R. L. Dickinson. 
*Tuberculous salpingitis simulating ruptured tubal pregnancy. K. A, 
Meyer and A. F. Lash, 
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Vol. 92, No. 7, February 16, 1929. 
*Prenatal prevention of potential haemorrhagic disease of the new-born. 
I. N. Kugelmass and J. E. Tritsch. 
*A specialized type of muscle in the human pregnant uterus possibly 
analogous to the conductive system of the heart : anatomic and clinical 
evidence. J. I. Hofbauer. 


Vol. 92, No. &, February 23, 1929. 
*Later development of breast fed and artificially fed infants : Comparison 
of physical and mental growth. C. Hoefer and M. C. Hardy. 
*Early syphilitic lesions of the cervix. C. N. Macdonald. 
*Liver extract in the toxemia of pregnancy. H. A. Miller and D. B. 
Martinez. 


Vol. 92, No. 10, March 9, 1929. 
Routine use of the vitamin B factor in infant feeding. R. H. Dennett. 
Malignant leiomyoma of the uterus. R. H. McClellan. 


Vol. 92, No. 11, March 16, 1929. 
*Diagnosis of early uterine cancer. E. Novak. 
*An unusual case of adenomyositis. G. L. Moench. 
Sexuality, reproduction and internal secretion. O. Riddle. 
Diabetes in twins. W. S. Curtis. 
*Antigenic properties of evaporated milk. O. I. Cutler. 
*The treatment of non-malignant uterine bleeding by radium. J. R. Linton, 
G. A. Marks and G. Van S. Smith. 


Anemia in late pregnancy. 

Lyon’s study of anzemia in late pregnancy is based on blood counts 
taken during the third trimester of pregnancy in 200 cases from the obstetric 
division of the Woman’s Hospital, New York. Among these 200 patients, 125 
were between the ages of 21 and 30 years ; 131 were primigravidee ; 27 showed 
symptoms of toxzemia, and two had positive Wassermann reactions. There 
were 177 cases in which examination was made at term. The average hzemo- 
globin of this group was 75.3 per cent. Among these 177 patients who were 
examined at term thre were 77 whose hamoglobin was 70 per cent or less; 
ie., 32.2 per cent approached their labours with an undesirably low 
hemoglobin. Among the 200 cases there were 76 in which sometime during 
the third trimester the hemoglobin was 70 per cent or less. Ten of 
these (13 per cent) had a toxemia; none had syphilis ; 55 (72.3 per cent) were 
primigravide, and 11 (14.4 per cent) had borne only one child previously. 

A control series of 100 non-pregnant women with retroversions showed 
an incidence of 32 per cent who had a hemoglobin of 70 per cent or less 
on admission to the surgical wards. Of these 200 patients, 42 had repeated 
blood counts during the third trimester; 16 of these (38 per cent) showed 
a gain in hemoglobin and 20 (47.6 per cent) showed a fall in haemoglobin. 
Of the 20 with a falling heemoglobin, 12 reached term with a haemoglobin 
of 70 per cent or less. Every patient is entitled to reach term and enter 
her labour in the best possible condition. Careful prenatal study of each 
patient can best accomplish this. A prenatal clinic which is closely 
correlated with the inside ward service is essential to every hospital caring 
for obstetric patients, 
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Histological study of uterine scars after cervical Cesarean section. 

In this series of 37 cases, pieces of tissue were removed at the time of 
a repeated cervical Caesarean section from the site of the previous incision. 
There were five scars (13.5 per cent) which were so thin that from an 
anatomical point of view it would seem almost certain that the uteri con- 
taining them could not stand a test of labour. Actually, however, two of 
the five patients had been in labour before the repeated operation was 
performed. 

The cedema and appearance of stretching of the tissues that was found 
in a large number of the specimens at first suggested an early tearing of 
the uterine wali. This seemed to be more marked in the densely fibrous 
scars but was present in normal uteri as well, so that Greenhill and Bloom 
did not feel justified in attributing this appearance to any malfunction of 
the uterus. They believe that this change is due to varying degrees of 
tension exerted on the lower uterine segment before and during labour, 
because it was found late in pregnancy as well as during labour. 


Can intracranial birth injuries be prevented? 

Ehrenfest answers this question as follows :—The physiological trauma- 
tization of the brain and meninges in labour can be reduced to its possible 
minimum by absolute non-intervention during labour that is progressing 
normally, excepting in this respect an episiotomy and truly perineal forceps 
applied to a maximally compressed head. If in the interest of either the 
mother or the child intervention is considered necessary, haste almost 
invariably will increase the danger to the child. Serious harm will be 
obviated if the seemingly asphyxiated child is always considered as probably 
having been intracranially traumatized. 


Mechanism of labour (sic). 

Crothers points out that the question of whether a baby is living or dead 
at birth depends on the integrity of a small block of tissue lying between 
the tentorium and the third or fourth thoracic vertebra and protected from 
direct injury by the relatively substantial muscles of the neck and by the 
relatively rigid base of the skull, and that the arrangement of the walls 
and septa of the craniovertebral cavity is well adapted to protect this vital 
area. As long as the tentorium and falx are intact the medulla is unlikely 
to be exposed to injury, but abrupt or severe pressure is likely to rupture 
this barrier to pressure. If rupture occurs, a sudden release of force drives 
the medulla into the foramen magnum and impaction may kill the foetus at 
once or render it unable to initiate respiration. In addition vascular injury, 
especially of the vein of Galen, is likely to occur, and profuse hemorrhage 
may result. Subperitoneal haemorrhage of any severity will probably kill 
the child by medullary involvement. 


Behaviour difficulties in children associated with the results of birth trauma. 

Out of 5,000 children examined at the Institute for Juvenile Researc: 
Chicago, 146 were classified as having infantile cerebral palsy, and 79 showe« 
sigus of cerebral injury at birth. An investigation of the behaviour ot 
these children showed that :— 
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1. Difficult labour tends to determine behaviour problems which, however, 
are chiefly the result of mental retardation. 

2. Distractibility and hyperactivity are characteristic personality traits 
in the birth traumas but no behaviour difficulty is specific. 

3. Children with cerebral birth injuries who do not develop palsies show 
the behaviour characteristics and mental retardation common to those with 
cerebral birth palsies. 

4. Differences in behaviour that occur in this group are largely explained 
by the absence of orthopaedic handicap. 

5. Children with cerebral injury at birth who show distractibility and 
hyperactivity, although free from birth palsies, should therefore be included 
in the classification of the results of birth trauma. 


Erucella abortus infection in man: a serological survey. 

Giordano and Ableson applied the agglutination reaction for the Brucella 
melitensis group was applied in a series of 1,100 specimens of blood. One 
thousand of these were from patients who presented themselves for diagnosis 
or treatment of some chronic or acute illness and 100 were taken for com- 
parison from apparently healthy young adults. In the first group there 
were discovered 14 active cases of undulant fever, apparently of the abortus 
type. These active cases present a varied clinical picture that demands 
more serious consideration by clinicians than has been hithertofore given ‘n 
America. 

In the 1,100 cases the test was positive 63 times (5.7 per cent) ; in the 1,0co 
cases of acute or chronic illness it was positive 59 times (5.9 per cent), and 
in the 1co control cases it was positive four times( four per cent). The 
incidence in a group apparently tuberculous was eight per cent. There is 
a surprisingly small variation of incidence in the three groups. 


The prevention of fetal injuries in breech delivery. 

According to Piper and Bachmann the factors of infant mortality in 
uucomplicated breech labour are reducible to compression of the cord, the 
occurrence of nuchal positions of the arm, and delay in delivery of the 
aftercoming head. The first accident is often inherent in the mechanism of 
breech labour. The other two are more often the result of poor obstetric 
judgment and technique. Asa means of lowering this mortality, they believe, 
in hospital practice at least, in eliminating the second and, if necessary, 
the late first stage of the labour, by early decomposition into the double 
footling attitude, and immediate extraction. For this, thorough dilation 
of the soft parts of the birth canal is essential, in the achievement of which 
deep anzesthesia is a necessary adjunct. The technique of extraction must 
be perfected, however, in order that nuchal positions of the arms may be 
avoided, and the aftercoming head guided into the pelvis with the face 
posterior. In the event of difficulty in delivery of the aftercoming head, 
the prompt use of forceps will save many infants hitherto lost by too long 
persistence in efforts to deliver by the standard manual methods. 


Trichomonas vzginalis, Donné: preliminary report on an experimenta) and clinical 
study. 

TheTrichomonas vaginalis was first observed in vaginal secretion by 

Donné in 1837, and has been found by modern observers in percentages 
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ranging from 28 to 69.9 in persistent abnormal discharges. Most gynzecolo- 
gists have considered it a more or less harmless protozoan saprophyte-like 
organism, but Davis and Colwell believe that it causes vaginitis in many 
patients and may even be mistaken for gonorrhcea. The diagnosis is made 
most readily by diluting a drop of fresh vaginal secretion with normal 
saline solution and examining it while fresh, under a moderately. high power 
of the microscope. Unless the secretions are diluted the Trichomonas is 
usually missed. It may be cultivated in dextrose serum broth with a pH of 
5.1 to 8.5. The treatment consists in cleansing and drying the vagina and 
thoroughly rubbing an alkaline powder into the entire vaginal mucosa. 


Tuberculous salpingitis simulating ruptured tubal pregnancy. 

A young white woman giving a history and showing the clinical picture 
of a ruptured tubal pregnancy had only a bleeding Fallopian tube due to the 
necrosis of the tuberculosis of the tube. No gestation elements were found. 
The cause of the rupture and heematoperitonitis was thought to be the 
necrosis of a blood vessel by the tuberculous process. The tubal tuberculosis 
was secondary to the peritoneal involvement, which was apparently healed. 
The hzemorrhage was not only free in the peritoneal cavity but had dissected 
the peritoneum over the bladder and the broad ligament, which gave rise 
to the pain in the left lower portion of the abdomen and the tenderness 
over the bladder. 


Pre-natal prevention of potential hemorrhagic disease of the new-born. 

A biochemical study of the clotting components of the blood from the 
second month of pregnancy to term in a woman who had given birth to 
five infants, three of whom, and possibly a fourth, had had true meleena 
neonatorum, showed prothrombin deficiency analogous to that observed in 
true meleena neonatorum. Nutritional therapy of the mother throughout 
pregnancy developed and maintained a normal maternal blood before birth. 
The fifth pregnancy terminated in the birth of a normal non-bleeding infant. 
This case is suggestive of the possible value of prenatal treatment in 
bringing about the physiological perfection of the new-born. 


A specialized type of muscle in the human pregnant uterus possibly analogous to the 
conductive system of the heart: anatomic and clinincal evidence. 

Hofbauer adduces anatomical and clinical evidence which lends support 
to the conception that there exists in the outermost layer of the human 
preguant uterus a structure closely resembling the conductive bundle of 
the heart. 


Later development of breast fed and artificially fed infants: Comparison of physical 
and mental growth. 

An analysis of the infant feeding history of 383 elementary school children 
has shown the folowing facts concerning their later development : 

A. Children who were artificially fed were, on the whole, inferior 
physically and mentally to the breast fed. 

1. Except for height, they ranked the lowest in all the physical traits 
measured. In this one exception they were the only group not showing 
any acceleration. 

2. From the standpoint of nutritional indexes, they were the poorest 
nourished group. 
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. On the average, they were the most susceptible to diseases of childhood, 

4. In learning to talk and to walk, they were the lowest of all the groups. 

5. In mental development the artificially fed ranked next to the lowest, 
the lowest being those breast fed from ten to twenty months. 

6. Of the children with superior intelligence (intelligence quotient 120 
and above) the smallest percentage was found in the artificially fed group. 

7. Of the artificially fed children, not a child was classified as being 
exceptionally bright (intelligence quotient 130 and above). 

8. In considering the two types of artificial foods most commonly used 
by these children, modified cow’s milk appeared to be a more satisfactory 
aid to later development than unsweetened evaporated milk. 

B. Children who were breast fed from four to nine months were 
definitely superior physically and mentally to all the other groups. 

C. Children who were fed exclusively on breast milk longer than nine 
months, although apparently developing physically at a fairly normal rate, 
were mentally the poorest of all the groups. As the length of the nursing 
period increased beyond nine months, there was a progressive decrease in 
the intelligence ratings. 


Early syphilitic lesions of the cervix. 

Macdonald shows that every moist lesion on the female genitalia should 
be considered a potential chancre or early secondary lesion until, by micro- 
scopic aud serologic tests, syphilis has been ruled out. A most painstaking 
search for the lesion is essential on the part of the clinician, and the 
diagnosis should be supported by carefully performed dark field and serologic 
tests. 

The cervix uteri should be carefully inspected by the gynecologist as 
a possible site for the moist lesion. Ninety-one of 233 women had so-called 
erosions of the cervix. The secretion from the lesions of nine of these 91, 
or 9.89 per cent, four of whom gave a negative Wassermann reaction 
(primary syphilis), and five a positive Wassermann reaction (early secondary 
syphilis) was positive on dark field examination. Thirteen others, or 
14.2 per cent of the 91, had suggestive erosions on the cervix, and, while 
the dark field test was negative, the Wassermann reaction was positive. 
It was the appearance of the cervix in these 13 cases that led to the 
diagnosis, though the lesion per se could not be proved to be syphilitic. 

Two hundred and thirty-three moist lesions were examined and gg, or 
42.49 per cent, were treated as syphilitic. In 66.6 per cent the diagnosis 
was established by means of a positive dark field and in 81.8 per cent by 
meaus of a positive serologic test. The number of patients in whom both 
dark field examination and Wasserimann reaction were positive was 48, or 
48.4 per cent. 


Liver extract in the toxemia of pregnancy. 

Miller and Martinez employed heparmone in the treatment of eclamptic 
and pre-eclamptic conditions, in mild cases of which they gave 10 c¢.c. 
weekly by intramuseslar injection: in moderate cases 10 ¢.c were given 
two or three times weekly, and in severe cases Io c.c. were given two or 
three times a day until the patient was delivered. Diet was not restricted, 
and no other medication was used. Of 255 consecutive pre-eclamptic patients 
four developed convulsions and of 43 consecutive patients with eclampsia 
three died, a mortality of 6.9 per cent. 
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Diganosis of early uterine cancer. 

Novak stresses the basic importance of biopsy and diagnostic curettage 
which he considers to be essential in the recognition of the really early 
stages of uterine cancer. The biopsy and diagnostic curettage must be 
combined with competent pathological examination, and the ideal is that 
the surgeon himself should be a good pathologist. 


An unusual case of adenomyositis. 

Moench records a case of adenomyositis in a married nullipara aged 33, 
which is claimed to be one of the few cases recorded in which the adeno- 
myositic process ascended to above the umbilicus, and the only one in the 
literature in which the omentum also was involved. 


Antigenic properties of evaporated mik. 

Cutler found that heat applied to cow’s milk in the process of preparing 
evaporated milk does not appear to change the antigenic capacity of the 
casein as determined by anaphylactic reactions. Evidence has been found 
that there is an alteration in the antigenic properties of whey protein present 
in raw milk by the heat applied to it in order to evaporate and sterilize 
cow’s milk by the usual methods employed. This is especially seen in 
a change of specificity, whereby heated whey proteins are less reactive 
in animals sensitized with raw or pasteurized milk, or with antibodies 
against pasteurized milk. 


The treatment of non-malignant uterine bleeding by radium. 

In selected cases of uterine fibroids, radium application resulted in cure 
in 88.2 per cent, improvement in 5.8 per cent and failure in 5.8 per cent. 
Of the 299 patients with uterine bleeding in the absence of any demonstrable 
pathological condition, 54 per cent had had previous operations, 71.2 per cent 
of which had been pelvic. Sixty-eight per cent of the patients were over 
35 years of age. Twenty-three per cent were girls or unmarried women. 
Among the married patients the percentage of sterility was low, being 
eight, and the fertility’ was higher than the average for women in general. 
Only 20 per cent had had abnormal menstruation (dysmenorrhcea and 
irregular flowing) before the onset of illness. 

Possible factors in the etiology of abnormal flowing without demon- 
strable pathological conditions are : many pregnancies, endometrioma of the 
uterine wall or ovary, previous pelvic operation, local or systemic endocrine 
dysfunction, subclinical constitutional blood disease, systemic blood disease, 
and previous general infections. Uterine curettings do not give any miicro- 
scopic clue except when they show evidence of infection. 

On the basis of follow-up reports, 50 per cent of which were made after 
five years or longer, recurrence occurred in 6.7 per cent and cures resulted 
in 93-3 per cent. There is a fairly definite relation between the amount 
of radiation and the ‘‘depressant’’ effect on the ovary, the factor to be 
considered being that younger patients require relatively slightly greater 
dosage to produce the desired effect. No abnormal menopausal symptoms 
could be unquestionably attributed to the use of radium. Thirteen patients, 
7.2 per cent of those traceable, had 20 pregnancies after treatment, only 
eight of which were normal and resulted in normal children. When the 
amount of relief afforded by radium is balanced against the abnormal 
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condition of the patients before treatment and the possibility of necessary 
hysterectomy, the case against radium as regards pregnancy is not entirely 
one-sided. 

None of the patieuts in the series had malignant disease at the time 
of treatment and only two patients are known to have developed carcinoma 
later, despite the active sexual life and cancer age of the majority. The lack 
of malignant disease may be partly explained by the active function oi 
the pelvic organs without resulting stasis and by the absence of local 
infection. 

FB. EP. 


Archives of Pediatrics. 
Vol. xlvi, No. 1, January, 1929. 
Epidemic pemphigus of the newly born. F. C. Neff. 
Vol. xlvi, No. 2, February, 1929. 

A study of the routine use of powdered whole milk in infant feeding. 
QO. Ashton, O. L. Stringfield, and W. Martin. 

A comparative study of certified and pasteurized milk in infant feeding. 
M. S. Lewis. 

*Pneumococcus meningitis. J. S. Uhr. 

Vol. .xlvi, No. 3, March, 1929. 

An experimental study of the use of unsweetened evaporated milk for 
the preparation of infant feeding formulas. M. Marriott and L. 
Schoenthal. 

*Congenital extrinsic duodenal obstruction and pyloric stenosis. 5S 
Wolfgang. 


Pneumococcus meningitis. 

This paper describes a case of pneumococcus meningitis in a new-born 
infant which resulted in recovery. Pneumococcus meningitis is not, as 
formerly believed, a uniformly fatal disease and there are a number of 
instances of recovery on record. The baby fell ill on the sixth day with 
signs of meningitis. The second lumber puncture, performed a week 
after the onset, proved the case to be one of pneumococcal meningitis. 
The infant went on to complete recovery in spite of development of an 
acute nephritis coincident with the meningitis. 


Congenital extrinsic duodenal obstruction and pyloric stenosis. . 

In this paper are described two cases: The first is one of congenital 
duodenal obstruction diagnosed clinically aud confirmed at operation; the 
second is a typical instance of congenital pyloric stenosis which was 
relieved by the Rammstedt operation. Although unrelated in their 
incidence, mode of ouset, pathology, and prognosis, projectile vomiting 
is a symptom common to both conditions and the rest of the paper 
consists of a concise account of the differential diagnosis between them. 
Questions of pathology and treatment are also discussed. 

The frequency of multiple anomalies in association with congenital 
duodenal atresia is mentioned and the presence of such diminishes the 
chances of successful surgical interference. 


R. C. Lightwood. 
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American Journal ot Diseases of Children. 


Vol. 37, No. 2, February, 1929. 
Juvenile acrodynia. C. W. Wyckoff. 
*Traumatic necrosis of the subcutaneous fat of the new-born infant. 1. 
De Vel and Z. A. Bolin. 
Anemia of the new-born infant. E. W. Ehrmann. 


Vol. 37, No. 3, March, 1929. 
Intraperitoneal blood transfusion: Report of two hundred and _ thirty- 
seven transfusions. W. C. C. Cole and J. C. Montgomery. 
Congenital heart block, with report of a case. G. Nicholson, H. I. 
Shulman, and D. L. Green. 
*Congenital atresia of the intestine. J. M. Baty. 


Troumatic necrosis of the subcutaneous fat of the new-born infant. 

British authors prefer the term ‘‘sclerema neonatorum”’ to “traumatic 
necrosis of the subcutaneous fat” but the term sclerema also covers a 
more severe disorder. This latter occurs in premature debilitated infants, 
starts in the lower extremities and gradually spreads upwards. The con- 
dition presents a different clinical picture aud has a bad prognosis. An 
attempt to distinguish between them has been made by making use of 
two terms: ‘‘Pseudo-sclerema” for local fat necrosis and ‘‘sclerema’’ for 
the more extensive hardening of integument. 

The authors not only claim that traumatic necrosis of the subcutaneous 
fat of the new-born infant is a definite clinical entity with a well defined 
microscopical picture, but they state that there is little doubt but that 
obstetric trauma is the etiological agent, the mechanism being probably 
an ischeemia of localized areas of skin by compression against hard under- 
lying structures during passage through the birth canal. The prognosis is 
good. The lesions do not cause any disturbance and disappear without 
leaving a trace. 


Congenital atresia of the intestine. 

Congenital atresia of the intestine, though rare, is of clinical impor- 
tance. In this paper one case is described and the main features of 
eleven others are tabulated. Persistent vomiting and absence of bowel 
movements in a newly born infant should always suggest the possibility 
of intestinal atresia. In many instances the condition is entirely incom- 
patible with life but, if diagnosed early, many patients may be saved. 
Sweet and Robertson [Arch. Dis. Child., 2; 186 (June) 1927 | deal with 
four cases in which relief has been oftained by operation. 

Among J. M. Baty’s cases the following lesions were found: Jejunum 
ending blindly; atresia of duodenojejunal juncture; atresia of lower end 
of ileum; partial atresia of terminal ileum and colon; atresia of upper 
ileum and rectum; atresia of mid-portion of ileum; multiple atresias of 
small intestine; atresia of duodenum. Laparatomy was done in ten of 
the cases. All of them died, though two lived for eighteen weeks and 
four weeks respectively. 


R. C. Lightwood. 
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Johns Hopkins Hospital Bulletin, 


Vol. xliii, No. 1, July 1928. 
*Three cases of streptococcic puerperal infection with unusual lesions. 
J. W. Harris and J. H. Brown. 
*Description of parturition in the monkey pithecus (macacus) rhesus, 
together with data’ on the gestation period and other phenomena 
incident to pregnancy and labour. C. G. Hartmann. 


Vol. xliii, No. 3, September, 1928. 
*The bacterial content of the vagina and uterus on the filth day of the 
normal puerperium. J. W. Harris and J. H. Brown. 


Three cases of streptococcic puerperal infection with unusual lesions. 

The three cases reported are :— 

I. A case of miliary abscesses of the uterine wall treated by hysterec- 
tomy, in which the streptococcus was recovered from the uterine cavity. 

II. A case of post-abortal bilateral thrombophlebitis treated by ligation 
of the affected veins in which identical streptococci were recovered from 
the uterine cavity and blood stream. 

III. A case of puerperal endometritis, extensive encapsulated peritonitis 
and embolic pneumonia in which the same streptococcus was recovered 
from the uterus and from the peritoneal and pulmonary exudates. 

Three different strains of streptococci as shown by differences in 
fermentation reaction, were recovered. According to Holman’s classifica- 
tion the organism from the first case was streptococcus infrequens, and 
those from the last two cases were streptococcus pyogenes. Further 
differentiated by Brown’s classification the first two streptococci were 
atypical members of the infrequens and pyogenes groups, while the last 
was a typical streptococcus pyogenes. 


Description of parturition in the monkey ‘‘pithecus (macacus) rhesus,”’ together with 
data on the gestation period and other phenomena incident to pregnancy and 
labour. 

The period of gestation, from conception to birth, was 168, 159 and 
174 days respectively in three animals. The female Macacus rhesus arrives 
at sexual maturity at the fourth year. For another year she menstruates 
more or less regularly and probably ovulates still more irregularly, if 
at all, being sterile in the early period until sexual maturity becomes 
really established. 

The placental sign of bleeding which takes place from the 15th to the 
37th day of gestation is the earliest sign of pregnancy known for primates. 
It is probable that the menstrual flow which often takes place in the human 
female after conception is also connected with implantation of the ovum. 
Leucocytes and cellular elements are absent during the amenorrhcea of 
pregnancy, motile leucocytes appearing in numbers at the end of the 
period. 

The monkey gives birth in the sitting or squatting position, a posture 
still assumed by a large portion of the human race in the parturient 
condition. 
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The bacterial contents of the vagina and uterus in the fifth day of the normal 
puerperium. ; 

In order to determine whether it is possible for streptococci to be 
present in the early puerperal uterus without giving rise to clinical 
manifestations of infection Harris and Brown took cultures from the uterus 
of 30 patients who had been spontaneously delivered at term five days 
previously and none of whom had at any time presented clinical evidences 
of infection. None were found to contain streptococci. 

Vaginal cultures taken at the same time showed the presence of cerobic 
and anaerobic alpha and gamma streptococci in six of the 30 patients, 
but the aerobic beta hzemolytic streptococcus which is the etiological factor 
in the majority of fatal cases of puerperal infection, was not present in 
any of the patients investigated. 





He, ee EF - 


La Gynécologie 


‘ November, 1928. 
Study of milk powder and its uses in infant feeding. A. Roume. 
December, 1928. 
*The late results of Wertheim’s operation in cancer of the cervix uteri. 
Violet. 
Ovarian sterilization by corpus luteum and insulin. Levy-Solal and 
Roussey. 
January, 1929. 
Diathermo-coagulation in the treatment of cancer of the cervix uteri. 
J. Merlin. 
Puerperal infections treated by Besredka’s method. 
February, 1929. 
Late traumatic cicatricial sclerosis of the broad ligament. R. Bonneau. 


The late results of Wertheim’s operation in cancer of the cervix uteri. 

Violet gives a review of 25 cases of Wertheim’s operation and one ? 
vaginal hysterectomy performed between June 19cg and July 1914 and 
reported in the Lyon Medical in 1919. There were four operative deaths. 


9 had no recurrence after 5 years 


2 ” ” ” ” 10 ” 
2 ” ” ” ” 9 ” 
— ” ” ” ” 6 ” 


He has now followed these cases up to the present time. Of the nine 
cases free after five years two recurred, one after 14 years, the other 19 
years later, a third died of some unconnected medical_ condition. The 
others are all well. 

Since the war from June 1919 to June 1928 he has had 32 cases of 
cancer of the cervix uteri upon 27 of which he operated by Wertheim’s 
operation, upon three by simple abdominal hysterectomy after radium 
therapy and upon two by vaginal hysterectomy. 

Of the abdominal hysterectomy cases, one died of the operation, one 
was without recurrence after one year and one living after five years was 








savant. 
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suffering from phlebitis probably due to pelvic recurrence. Of the 
Wertheim operation cases three died at operation, eight recurred rapidly, 
three recurred after three years of apparent good health, four were without 
recurrence from two years to six months and four without recurrence 
for from two years, two without recurrence for more than six years, three 
without recurrence for more than seven years, eight years and nine years 
respectively. Most of his cases were not limited to the cervical canal, three 
only definitely being so limited, but even so he manages to have a 
definitely satisfactory proportion of good late results. 


R. H. B. Adamson. 





Bulletin de la Société d’Obstétrique et de Gynécologié 
de Paris, etc. 


No. 7, 1928. 
Cervical stenosis after use of Filhos caustic: subsequent pregnancy . 
Ceesarean section. Brindeau and Dévé. ‘ 
*Can the age of a foetus be fixed by the ossification centres ? Investigation 
based ou the ossification centres of uniovular twins. Cathala and Bardy. 

A case of puerperal peritonitis. Desnoyers and Digonnet. 

Three cases of bilateral valved hydrosalpinx. Gosset, Ledoux-Lebard 
and C. Béclére. 

Six further pregnancies after tubal exploration by lipiodol injections. 
Lohre and Dalsace. 

*Two cases of severe utero-placental apoplexy. P. Brault. 

A case of pernicious anzemia in pregnancy cured before labour by liver 
feeding. Brault. 

A case of transverse septum of the vagina. Brault and Rochard. 

*The “Little Caesarean’”’ by vaginal route in the interruption of pregnancy. 
Bengoléa. 

Portes operation. Delpeyrou. 


REUNION OBST. ET GYN. DE MONTPELLIER. 

Spinal anzestlesia and placental praevia. Guirauden. 

Antenatal prophylaxis service in the Marseilles Obstetrical Clinic. Loriot 
and Daveo. ; 

Contraction or retraction. P. Delmas. 

Rare indication for Ceesarean section. Pons. 

Hernia of Douglas’ pouch. de Rouville. 

*A case of root paralysis of the brachial plexus in a neonate. Roume. 

Influenza and surgical interventions. de Rouville. 

*Concerning the positions and their varieties in vertix presentations. 
Madon. 

*Three cases of febrile myomata: diagnostic difficulties. Godlewski. 

Repeated transverse lie and presentation in a cordate uterus: uterine 
spasm: Cesarean section. Devéze. 

Vulvo-vaginal cyst developing gradually from Gartner’s duct. de 

‘Rouville, 
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REUNION OBST. AND GYN. DE NANCY. 


Acute appendicitis and rupture of bilateral tubal ectopic gestation. 
Guillemin. 

Acute dilatation of the stomach after labour. Job. 

On a case of low Ceesarean section in an elderly primigravida. Fruhins- 
holz, Hamant, aud Lévy. 

Some cases of cervico-uterine cancer in pregnancy treated by radium. Ray. 

Tubai endometrioma co-cxistant with a germinal epithelioma of the ovary, 
and metrorrhagia. Hamant and Mosinger. 

Hare-lip in uniovular twins. Lévy. 

Concerning a case of bilobed placenta covering the lower uterine segment. 
Lévy. 

Interstitial malformation and volvulus in a neonate. Boméme and Lévy. 

Concerning complete tear of the perineum. Job. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 

Concerning the extension of cancer of the cervix in the lymphatic vessels. 

Reeb. 
Strangulation of pedunculated fibroids. R. Keller. 
Treatment of cancer of the cervix by radiation. A. Gunsett. 
A case of primary face presentation. Fleurent. 
Concerning the symptomatology of ovarian cancer. Fleurent. 
Retro-uterine cyst of Gartnerian appearance. Géry and Hamm. 
Kjelland forceps or the Demelin forceps No. §? Hamm. 
Peculiar cases of extra-uterine pregnancy. Burger. 


SOC. D’OBST. E DE GYN. DE BUENOS AYRES. 
Radiography in extra-uterine pregnancy. Gabastou and Harguindeguy. 
Concerning a case of nephritis and pregnancy. Quiroy and Rosenwasser. 
Tuberculosis of the cervix uteri. Ahumada and Prestini. 

Fibroblastic sarcoma implanted on the ligament of Henly. Althabe and 
Di Paolo. 


Can the age of a foetus be fixed by the ossification centres? Investigation base on 
the ossification centres of univovular twins. 
Answer is in the negative. 


Two cases ef severe utero-placental apoplexy. 
The author seems astonished that the patients recovered without 
Cesarean section. 


The ‘“‘Litile Cesarean’’ by vaginal route in the interruption of pregnancy, 

A vaginal anterior hysterectomy without dividing the cervix. Steriliza- 
tion by ligature and partial resection of the Fallopian tubes completes the 
operation designed for cardiac and tuberculous cases with early pregnancies 
which are to be interrupted. 


A case of root paralysis of the brachial plexus in a neonate. 
Almost complete recovery after treatment by galvanic current. 





yn 
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Concerning the positions and their varieties in vertix presentations. 

Madon finds the third vertex commonest, 52.5 per cent; first next with 
44 per cent; fourth, 3.4 per cent and no second positions in 59 cases. There 
were five breeches in a total of 64. 


Three cases of febrile myomata: diagnostic difficulties. 
All were degenerating. 


BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS, ETC. 
No. 8, 1928. 


SOC. D’OBSTET. ET DE GYN. DE BORDEAUX. 

Uterine fibroids and cyst of both ovaries Roche. 

Ovarian cyst and pyosalpinx. Guyot and J. Villar. 

On several cases of intracranial haemorrhage in the new-born following 
natural labour. Anderodias and Dervillée. 

Prolonged gestation: maternal and paternal syphilis: treatment to be 
adopted? Faugére. 

Two further cases of retro-placental haemorrhage. M. Riviére. 

Concerning three cases of central placenta previa. Gautret and 
Veyssiére. 

Lipiodol in a case of uterine malformation. Péry. 

Radiography of a pelvis contracted by double congenital dislocation of 
hips. 

Uterus removed one year after partial fundal hysterectomy. Begouin. 

Tuberculosis of the corpus uteri limited to the myometrium. Jeanneney. 

*Total wide hysterectomy (Wertheim) for tuberculosis of the body. Bardou 
and André, 

Hematosalpinx twisted around the pedicle of an ovarian cyst. Chenut 
aud Mahon. 

Appendicitis and gestation. Péry, Rabiére and F. Leuret. 

Suppurating ovarian cyst. Chenut and Mahon. 

On several cases of neoplasm of the corpus uteri treated by radium. 


? 


REUNION OBST. DE LILLE. 
*On the resection of the presacral nerve in sclero-cystic ovaries. Grouzelle. 
“Hydatid mole: infection : vaginal hysterectomy. Klein and Lepoutre. 
*Two cases of torsion of healthy appendages. Paucot and Meurisse. 
Removal of a dermoid cyst of the ovary and partial resection of the other 
ovary :subsequent pregnancy. Vanverts. 
Severe puerperal infections cured by hysterectomy. Autefage. 
*Accouchement by Delma’s method in an eclamptic. Beghin. 
Suppurative appendicitis at the fifth month: abortion: cure. Dervaux. 
Abdominal pregnancy operated and cured with foetus near term. Dervaux. 
Inclusion cysts of both ovaries and renal tuberculosis: extirpation of 
the three lesions in one sitting: cure. Dervaux. 
Intestinal obstruction secondary to shortening of round ligament by 
Doléres method. Vanverts. 
Post-partum staphylococcal urinary infection, Vanverts and Chocquet, 
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REUNION OBST. AND GYN. DE NANCY. 

Fibroma of the abdominal wall. Binet. 

Ovarian hemorrhages. Hamant, Bodart and Mosinger. 

Two cases of genital tuberculosis treated by collobacilline. Charles and 
Ratiano. 

Peritoneal tuberculosis and pregnancy. Geo. Levy. 

Hypophyseal diabetes and pregnancy. Fruhinsholz, Vermelin, and 
Hennequin. 

A case of traumatic root paralysis of lumbo-sacral type of obstetrical 
origin. Fruhinsholz and Cornil. 

Late post-partum haemorrhages with infection, curettage : cure. Hartmann. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
Pyometra caused by a calcareous concretion situate in and obstructing 
the cervix. Reeb. 
Concerning the early diagnosis of pregnancy by X-rays. Reeb. 
Bilateral tubo-ovarian cysts in a young woman following a gonococcal 
infection acquired in infancy. Girardin. 
General cedema of the foetus with congenital ascites : hydropericardium : 
cystic lymphangioma of the neck and pseudo-cystic placenta. Weiner. 
Premature rupture of the membranes, and incision of the cervix. Kreis. 
Pyrometric imprecision in diathermy. Ackermann. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE. 

Dystocia from oversize in a diabetic. Baux. 

Abnormal adhesion of the lower pole of the ovum preventing dilatation : 
Ceesarean hysterectomy. Baux. 

Abnormal situation of the cervix necessitating Caesarean section. Baux. 

Didelphic uterus: dystocia due to low position of non-gravid horn : 
Ceesarean section; mother and infant living. F. Fournier. 

Impacted brow presentation: late emergency Czesarean hysterectomy : 
drainage : living mother ‘and infant. Fournier. 

Pernicious anemia of pregnancy treated) by Whipple’s method, small 
transfusions and auto-hzemotherapy. Audebert and Fabre. 

Concerning a case of fibroma of the cervix uteri. Lefebvre. 

Ophthalmic herpes. Audebert and Fabre 

Accouchement of a woman having had two deep median incisions of 
the cervix in a previous labour. Garepuy and Estienny. 

Buccal herpes accompanied by angina in the puerperium. Audebert and 
Fabre. 

Premature labour and erythrodermia due to neo-salvarsan. Audebert and 
Fabre. 

Note on a case of vulval band. Audebert and Fabre. 

After-history of a case of anzemia of pregnancy. Audebert and Fabre. 

Cancer of colon and pregnancy. Clermont and Gay. 

*Cancer of the cervix after subtotal hysterectomy for fibroid. Ducuing. 
Impacted preevial fibroid : Caesarean hysterectomy : Mickulicz tampon : 
phlebitis on the 15th day: embolus on 35th: recovery. Fournier. 
Further cases of intractable vomiting of pregnancy cured by psycho- 

therapy. Audebert and Albenque. 
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Three cases of obstetrical haemorrhages controlled by hzemostatic forceps. 
Mourages. 

Preliminary supra-pubic cystotomy before operations for vesico-vaginal 
fistula. Meriel. 

Pregnancy and labour in a case of multiple adenomatous polypi of the 
cervix. Audebert and Estiennny. 

Three further cases of pseudocyesis. Audebert and Estienny. 

Two spontaneous labours at term in a woman who had required Ceesarean 
section previously for pelvic dystocia. Bertrou. 

Cicatricial atresia of the cervix after labour: subsequent haeematometra. 
Ducuing and Rascol. 

Spinal anesthesia in Cesarean section. Audebert and Estienny. 

Concerning a case of post-partum eclampsia. Ménaché and Mordiaux. 

Contribution to the study of the psychoses of lactation. Ménaché. 

Generally contracted pelvis: low Cesarean section. Baux. 

Anencephalic foetus. Baux. 

Dystocia by vaginal septum. Baux. 

Treatment of vesico-vaginal fistulae. Martin. 

On the earliness of some post-operative emboli. Ducuing. 

Histological study of a uterine Caesarean scar. Audebert and Fabre. 


Total wide hysterectomy (Wertheim) for tuberculosis of the body. 
Extensive operation performed on diagnosis of new growth. 


On the resection of the presacral nerve in sclero-cystic ovaries. 
Results are unfavourable. 


Hydatid mole: infection: vaginal hysterectomy. 

Oversized hydatid mole cleared out of uterus manually and by curette. 
Pyrexia for just five days followed by recovery : discharged from hospital 
on 14th day. Eleven days later pyrexia and rigors, offensive discharge 
per vaginum ; three days later vaginal hysterectomy. After another three 
days, pain in right knee ; streptococci recovered from synovial fluid ; bilateral 
incision and drainage. The bacteriology of the uterus is not mentioned. 
Subsequent recovery. 


Two cases of torsion of healthy appendages. 

The title is misleading; in the first there is a small cystic ovary with 
adherent clot and the Fallopian tube takes part in the torsion. In the 
second there are two small cysts in the ovary but only the Fallopian tube 
was twisted, the ovary had a short pedicle which was not twisted. 


Accouchement by Delma’s method in an eclamptic. 

Delma advocates spinal anzesthesia which allows of complete dilatation 
being performed in a few minutes—in the case recorded delivery was 
completed in eight minutes. 


Cancer of the cervix aiter subtotal hysterectomy for fibroid. 

Ducuing concludes that in the absence of other indications, subtotal 
hysterectomy is the operation of choice but that the cases must be kept 
under surveillance. 
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BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS, ETC. 
No. 9, 1928. 


On the use of the electrical breast pump. Brindeau and Destrieux. 

Concerning post-partum placental retention. Metzger. 

A visit to Dr. Lars Ealing, Prof. Agrégé in medical radiology in the 
University of Lund, Director of the Roentenological Clinic of Lazarett. 
Bouchacourt. 

Secondipara aged 37; expulsion of a complete ovum in intact membranes 
at term: infant recently dead, not macerated, about 3.5 kilo. Lehorier 
and Mignon. 

Non-development of (lateral) abdominal muscles in a congenital syphilitic 
neonate. Brindeau and Jacquet. 

A case of hemimelia. Aburel. 


SOC. D’OBST. ET DE GYN. D’ALGER. 

Grafts of foetal endocrines. Laffont. 

Two cases of utero-placental apoplexy: hysterectomy: death. Laffont, 
Hoiiel and Jahier. 

Some cases of eclampsia treated by somniféne. Laffont, Hoiiel and 
Larribére. 

*Two observations of modifications of Henkel’s method. Laffont and 
Larribére. 

Ceesarean section for placental praevia. Cabanes and Hoiiel. 

Puerperal pelvic phlebitis with multiple emboli. Hoiiel and Lagrot. 

Low Ceesarean section for neglected shoulder presentation. Hoiiel and 
Jahier. 

*Accouchement hastened by Delma’s method. Lacquiére. 

Hysterectomy en bloc for the Band] Frommel syndrome in an osteomalacic 
on the fourth day of labour. Jahier, Larribére and Gesini. 


Soc. D’OBST. ET DE GYN. DE BORDEAUX. 

Prolonged retention of a hydatid mole. Faugére. 

Uterine perforation with pelvic peritonitis: hysterectomy: Mikulicz : 
secondary ileostomy: cure. Guyot and Villar. 

On a case of Perrot’s disease appearing five days after birth. Balard. 

“Uterine perforation discovered during a curettage for criminal abortion 
obtained by injection of tincture of iodine. Balard. 

Degenerating ovarian fibroma. Bardou and Darrasse. 

On some cases of bimanual dilatation under chloroform. Faugére. 

Amniotic injection: dystocia due to cervix: hysterectomy without pre- 
liminary Cesarean section with living uterus. Faugére, Villar and 


Gautret. 
“Puerperal utero-pelvic phlebitis: ligature of vein. Péry, Mangé and 
Boursier. 


Presentation of a monster. Begouin and Bosredon. 
Discussion on the dilatation of the cervix during pregnancy. 


SOC. D’OBST. ET DE GYN. DE LYON. 
Cancer of the cervix and pregnancy: radium. Condamin. 
Cancer of the cervix of the pregnant uterus. Condamin, Voron and Molin, 
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Late post-partum hemorrhage. Voron and Moulinier. 

Puerperal haemorrhage: medical treatment. Voron and Chavent. 

Researches on the pathogenic mechanism of eclampsia. Voron, Pigeaud 
and Thiers. 

*Rapid delivery under spinal anesthesia. Dujol. 

Habitual death of the foetus : induction of premature labour : living infant. 
Gaucherand. 

Eclamptic fits with gross albuminuria not clearing up till the fourth 
month after labour. Voron and Banssillon. 

Retroversion of the pregnant uterus and asthmatic attacks : spontaneous 
reduction and relief of asthma. Voron and Banssillon. 


SOC. BELGE DE GYN ET D’ OBST. 

Rupture of uterus during labour. Henrotay. 

Puerperal metro-salpingitis and extra-uterine pregnancy. Dejardin. 

*Is cancer increasing in frequency? Mayer. 

*Extirpation of a sarcoma of the left ovary followed by a normal pregnancy. 
Schockaert. 

A case of bilateral tubal gestation. Schockaert. 

*Concerning the blood calcium in normal and pathological pregnancy and 
particularly in eclampsia. Wodon. 

Treatment of przvial ovarian cysts found at the end of pregancy. 
Brouha. 

Concerning high forceps application. Schockaert. 

A cystic fibroid. Rouffart. 

A case of pregnancy at term with impacted fibroid. d’Ernst. 

Krukenberg tumour. Bourg and Cordier. 

Infection in pouch of Douglas. Henrotay. 

Medical induction of labour. Guchteneere. 


SOC. D’OBST. E DE GYN. DE BUENOS AYRES. 

Rare tumours of the vulva and vagina. Parlovskjl, Giannulli and Saurez. 

Syphilitic adhesions of the internal genitalia. Chueco. 

*Embryotomy on the living infant or risk to maternal life. Gouzalez. 

Annular (hourglass) dystocia. Rojas. 

Genital prolapse: Schauta-Wertheim operation: subsequent pregnancy. 
Perez. 

Genital and rectal prolapse. Cariglia. 

A case of utero-placental apoplexy. Guiroy. 

Ovarian seminoma. Althable and Colillas. 

Acute peritonitis following attempts’ at criminal abortion. Bres and 
Suarez. 

Gumma of the cervix uteri. Triborne and Rubinstein. 

Embryotomy on the living infant. Mestre. 

Calcified dermoid cyst of a piece of ovary accidentally detached and grafted 
on the great omentum. Nicholson. 

Multiple uterine fibroids and pregnancy. Guiroy and Bernasconi. 


Two observations of modifications of Henckel’s method. 
Henckel’s method consists of controlling severe puerperal haemorrhage 
by placing hemostatic forceps on the broad ligaments at the side of the 
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uterus, i.e., taking a large ‘‘blunderbus” grip high up in the fornices. 
The modification consists in using large straight clamps with oblique 
serrations instead of the ‘‘pime de Museux”’ of the original. 

I 


Accouchement hastened by Delma’s method. 
Spinal anesthesia by surocaine allowed dilatation and delivery to be 
completed in 35 minutes in spite of a previously long and rigid cervix. 


Uterine perforation discovered during a curettage for criminal abortion obtained by 
injection of tincture of iodine. 
In spite of the large amount of uterine wall which must have been 
injured to cause the perforation, the patient recovered and two years 
later gave birth to a full time infant. 


Puerperal utero-pelvic phlebitis: ligature of vein. 
In the discussion Pery considers that the operation had very little 
effect in the eventual recovery. 


Rapid delivery under spinal anesthesia. 

Four cases; dilatation completed in ten, six, eight and five minutes 
respectively and labour completed in 30, 40, 38 and 11 minutes from time 
of injection. 


Is cancer increasing in frequency? 

Mayer is unable to decide whether the increase in Registrars’ returns of 
deaths from cancer is due to an increase in the number dying of cancer 
or to better diagnosis and more accurate registration. 


Extirpation of a sarcoma of the leit ovary followed by a normal pregnancy, 
Sarcoma is stated to have been spindle celled. The possibility. that 
it may have been a cellular fibroma does not seem to have been discussed. 


Concerning the blood calcium in normal and pathological pregnancy and particularly 
in eclampsia. 
Wodon cousiders that there is an increase in the ionic calcium in 
eclampsia. 


Embryotomy on the living infant or risk to maternal life. 
Gouzalez decided on the second: performed a Porro; infant died the 
following day. Maternal recovery. 


R, A. Hendry. 


Gynécologie et Obstétrique 
Vol. xviii, No. 2, 1928. 

Chronic epidemic neuritis and pregnancy. Garipuy and Mériel. 
Contribution to the study of the restoration of the female urethra and 

its reconstruction with the bladder in cases of complete destruction. 

Markoff. 
“Contribution to the study of sarcomas of the vagina in the adult. Basset 
and Guérin. 
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*Pernicious vomiting. Therapeusis of desensitization. Levy-Solal, Dal- 
sace and Cohen-Solal. 

Fpidural anesthesia in obstetrics. Daléas and Gaby-Gasparron. 

Axial torsion of the uterus in appendage tumours. Desbonuets and 
Lohéac. 

*On the surgical treatment of abdominal pregnancy. Viana. 

Vol. xviii, No. 3, 1928. 

Concerning the operative indications in cases of lutein cysts coincident 
with hydatidiform mole. Fruhinsholz. 

*Shortening of normal labour. Astreil. 

Some speciai points in the technique of Zarate’s operation (subcutaneous 
symphysiotomy). Vandescal and Horst. 

Study of the vascular anastomoses and hydramnios in a uniovular twin 
pregnancy. Mutel and Vermelin. 

*Cancer of the cervix uteri on the cervical stump after subtotal hyster- 
ectomy. Tesauro. 

Errors of diagnosis in gyniecology. Hypernephroma simulating ovarian 
cyst. Givatoff. 


Contribution to the study of sarcomas of the vagina in the adult. 

The authors record one case of round cell sarcoma treated by extirpation 
and radium with apparent cure 15 mouths later (the last date mentioned 
being April 1926). There is also a resumé based on an unstated number 
of cases collected from the literature dealing with the chief features of 
pathological anatomy, clinical data, evolution, prognosis and duration, 
diagnosis and treatment. They conclude that total ablation followed by 
radium is the treatment of choice when practicable. 


Pernicious vomiting. Therapeusis of desensitization. 

Using Witte’s peptone, injected intra-dermically, doses commencing 
with 1/10 c.cm. of 50 per cent solution, administered daily and with daily 
increments of 1/10 c.cm. on the second and third days, with subsequent 
daily doses of 3/10 c.cm. up to the 2oth day, the first eight cases were 
cured—and published. 


On the surgical treatment of abdominal pregnancy. 

Pointing out that closing the abdomen, leaving the placenta in situ 
was practised by Negri in 1885, and it is not a new line of theatmeut as 
suggested by some recent literature. 


Shortening of normal labour. 

Rupture of membranes, digital dilatation and injection of pituitrin. 
Emphasizing the dangers of meddlesome midwifery; method only to be 
used by experts. 


Cancer of the cervix uteri on the cervical stump after subtotal hysterectomy. 

Ten cases collected in nine years at the Gynecological Clinic of the 
Broca Hospital under Fauré. One case occurred within ten months and 
one within three years of original operation, the others varied from seven 
to nineteen years. 

R. A. Hendry. 
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Revue Francaise de Gynécologie et d’Obstétrique. 


September, 1928. 
*Torsion of healthy adnexa. H. Paucot and A. Meurisse. 
*Note on the extirpation of the lumbo-aortic and superior hypogastric 
nerve plexuses in the neuralgias of uterine cancer. John Jianu. 
*Blood-letting in obstetrics. P. Balard. 
October, 1928. 
*The action of spinal anzesthesia on the perineum of parturient women. 
J. l.. Audebert and E. Estienny. 
*Localised gangrene and gangrene at a distance following the application of 
radium in the cervix uteri. F. Jayle. 
November, 1928. 
*Post-partum eclampsia and eclamptiform crises. G. Gaujoux. 
*Radical cure of intractable vomiting of pregnancy of all grades of severity. 

G. Leven. 

About cauterizations of the cervix. A. Boquel. 
Torsion of healthy adnexa. 7 

The authors report two dissimilar cases in which healthy Fallopian tubes 

underwent torsion. Their first case was, they say, of the classical type. 
The patient, a multiparous woman aged 31 years, had three acute attacks of 
pain in the lower abdomen during six days. The right iliac fossa was tender 
on abdominal palpation, while on examination per vaginam, a tender, soft, 
mobile tumour could be felt in the pouch of Douglas. The temperature was 
normal, the pulse rate 100 beats per minute. In this case the correct diagnosis 
was made and the patient submitted to laparotomy. The peritoneal cavity 
contained a moderate quantity of blood-stained fluid with a considerable 
amount of blood clot in the pouch of Douglas. The right ovary contained 2 
cyst the size of a large nut, the ovarian ligament was long. The right Fallo- 
pian tube had undergone torsion and dark fluid dripped from its abdominal 
ostium. The right Fallopian tube and the right ovary were removed. 
The manifestations in the second case were quite unlike those in the first. 
The patient, a multipara of 48 years, complained of vaginal haemorrhage 
and abdominal pain during the three weeks before consultation. For two 
days the case was treated expectantly. The condition became more serious 
with a rapid pulse rate, a distended abdomen, severe pain and absolute 
constipation. Per vaginam the uterus was felt to be enlarged but the 
vaginal fornices were clear. At laparotomy free blood-stained fluid was 
found in the peritoneal cavity, the left Fallopian tube was violet in colour 
and twisted. The left ovary contained two small cysts one of which con- 
tained serous fluid; into the other haemorrhage had occurred. The ovarian 
ligament was short. The uterus was enlarged, its musculature hyper- 
trophied. The right ovary was atrophic, white and hard. The case was 
treated by subtotal hysterectomy. The authors imply, but do not definitely 
state, that both Fallopian tubes and both ovaries were removed as well as 
the uterus. In each case a good recovery followed treatment. 

A comparison of the two cases shows how diverse are the symptoms of 
tubal torsion. All that can be said about these cases is that the manifesta- 
tions are usually such as to make laparotomy imperative. The part the 
ovarian cysts, found in both cases at laparotomy, played in producing the 
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torsion is discussed, the authors holding that in the first case the tubal 
torsion was secondary to torsion of a long ovarian ligament, whereas in the 
second case, with a short ovarian ligament, the réle of the ovary is open to 
doubt. With regard to treatment the importance of conserving the healthy 
organs is stressed though on occasions hysterectomy may be indicated, 
as in the second of the two reported cases, on other grounds. 


Note on the extirpation of the lumbo-aortic and superior hypogastric nerve plexuses 
in the neuralgias of uterine cancer. 

The operation aiins at removing in one block of tissue the lumbo-aortic 
and the superior hypogastric plexuses together with the inferior lumbar 
and the sacral sympathetic ganglia. The operative technique is given in 
detail. The abdomen is opened by the usual mid-line incision which should 
extend from the symphysis pubis to above the umbilicus and the intestines 
lifted from the pelvis and packed off with swabs. The parietal peritoneum 
is incised longitudinally at the level of the sacral promontary, thus access 
to the pre-sacral plexus is obtained. That plexus is dissected off the 
anterior surface of the sacruin and both common iliac arteries. Prolongation 
of the peritoneal incision downwards to a point just above the level of the 
utero-sacral ligaments with mobilization of the rectum exposes the superior 
hypogastric plexus of Hovelacque. By continuing the dissection of the 
pre-sacral plexus downwards the superior hypogastric plexus is freed and 
cut from its lower connexions at the level of the utero-sacral ligaments. 
Anastomosing filaments to the sympathetic ganglia are cut. Thus far, 
then, the nerve plexuses have been dissected free of their connexions from 
the bifurcation of the abdominal aorta above to the level of the utero-sacral 
ligaments below. The dissection is then continued in an upward direction 
to the level of the inferior part of renal plexus where the nerve filaments 
are divided from their upper connexions. In carrying out this dissection 
the origins of the inferior mesenteric and of both ovarian arteries are 
exposed, while the third part of the duodenum has to be mobilized and 
reflected upwards. The nerve plexuses, thus freed, are removed in one 
block. Preferably the lower lumbar and sacral ganglia are removed at the 
same time, while the internal iliac arteries are ligated. Excellent results 
are claimed for this operation, the agonizing pain undergoes immediate 
and lasting improvement. The author has practised it on nine patients, 
two of whom died. 

A short historical account of the operative treatment of pain in uterine 
cancer follows, which, it appears, dates from 1898 when Jaboulay began 
treating the sacral sympathetic system by injections of air, and later of 
serum, into the pre-rectal space. The operations which have been devised 
with a view to the relief of uterine pain may be classified in four groups : 


1. Operations on the peripheral nerve tracts. 

2. Operations on the ganglionic centres. 

3. Operations on the posterior roots. 

4. Operations on the spinal cord (division of the antero-lateral tracts). 


The claim has been put forward that the operation described in the 
article is less severe than many of the others and that it compares most 
favourably in efficacy with all. 
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Blood-letting in obstetrics. 

A plea is made for a more extended use of blood-letting in obstetric 
practice. The effects produced by the withdrawal of blood from a vein 
are discussed at some length. ‘The mode of action is mainly mechanical, 
the venous and the arterial tensions being immediately reduced. The heart, 
if its musculature is in a good condition, rapidly responds to the new 
state of affairs and the blood pressure is not slow to rise again. Both 
clinical and physiological experience demonstrate that a copious amount 
of blood must be allowed to escape if a lasting effect is to be obtained. 
This amount should be at least 800 grammes. The withdrawal of the 
blood must, however, be carried out with a certain degree of rapidity; for, 
if performed slowly, the arterial tension remains unaltered. Too rapid 
a withdrawal may, on the other hand, be followed by syncope. In certain 
cases of cardiac insufficiency with circulatory stasis venesection, by reducing 
venous engorgement, causes a rise in the arterial tension. In toxic patients 
the removal of a certain quantity of blood forms one of the channels through 
which toxins may be eliminated. Blood-letting encourages diuresis, for 
exainple in eclampsia. By the production of considerable modifications in 
the venous circulation extravasated fluids are absorbed from the tissues 
into the blood stream. 

A short historical survey follows after which the author passes to a 
discussion of the indications for blood-letting in obstetric cases. The measure 
is indicated especially in two groups of such cases, firstly in patients 
suffering from gravido-cardiac accidents; above all in those in whom 
cedema of the lungs is present and, secondly, in women who are the subjects 
of eclampsia. The appearance of pulmonary symptoms in cases of heart 
disease with pregnancy is, according to Balard, an immediate indication for 
blood-letting. These symptoms own a mechanical origin resulting from 
stasis in the pulmonary circulation. Venesection, in these patients 
diminishes the supply of blood which, coming from the right heart, 
embarasses the lungs. To the same extent it helps the left heart. Further- 
more, by the immediate reduction in the venous tension which blood-letting 
brings about, the general peripheral tension is lowered and the myocardium 
does not have to struggle against so great a resistance. The serous 
extravasation into the alveoli is enabled to re-enter the capillaries. Cardiac 
tonics, especially digitalis, should be exhibited concomitantly with the 
practice of venesection. Venesection is no less efficacious in eclampsia. The 
blood pressure is definitely and permanently lowered; anuria is combated 
and the tendency to cerebral heemorrhage is diminished. Whether hyper- 
tension is the cause or the effect of the convulsions blood-letting diminishes 
the number and the severity of the fits. 


The action of spinal anesthesia on the perineum of parturient women. 

The authors report 29 cases in which obstetrical operations were coti- 
ducted under spinal anesthesia. Twenty-one of these were cases of forceps 
delivery, six of breech labour and two of pubiotomy. This material is 
used as a basis for determining the action of spinal anzesthesia on the 
perineum in contra-distinction to the influence of this agent on the corpus 
and cervix uteri. Of the 21 forceps cases three sustained lacerations of 
the perineum, in six episiotomy was practised, while in 12 the perineum 
was intact after the completion of labour. Three out of 21 is equivalent 
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to 14 per cent, a figure which compares favourably with the average of 
60 per cent of forceps cases which sustain tears when other methods of 
anesthesia are employed. If, however, the six cases in which episiotomy 
was deemed necessary are added to the three in which the perineum was 
torn the percentage of lacerations rises from 14 to 40. It is, therefore, 
apparent that the action of spinal anasthesia on the soft parts is inconstant. 
What is the cause of this inconsistance? In cases in which the perineum 
is normal, excellent muscular relaxation is obtained even in primiparee. 
In the opinion of the authors the relaxation obtained by the use of spinal 
anzesthesia is better than that which follows the administration of a general 
anesthetic. The part played by perineal rigidity is then discussed, all 
cases of secondary rigidity due to infection, cicatrization or new growth 
being . at once excluded. Primary perineal rigidity is classified in 
three groups—the solid perineum, the fibrous perineum, and _ the 
infantile perineum. The solid perineum is a perineum in which all 
the anatomical constituents are reinforced, both the muscles and the 
aponeuroses. The muscles are in a state of hypertonia. As a result the 
perineum is very muscular and very thick. The condition is found in young 
primiparee of middling stature in whom the pelvis is roomy. The patients 
are usually brunettes. Furthermore the skin offers a particular resistance 
to stretching in these patients. The difficulty of delivery is accentuated 
by the hindrance which is offered to backward movement of the coccyx by 
the muscular hypertonicity. In short this perineum is not pathological 
but is an exaggeration of the normal. Upon it spinal anzesthesia has a 
remarkable. action. It converts the resistant pelvic floor of the primipara 
into one as supple.as that of the multipara. 

The fibrous perineum is found in elderly primiparee. The condition 
is one in which the musculature has lost its elasticity rather than a 
degeneration.. A perineum of this type is destined to rupture. In four 
of the author’s cases, however, no laceration occurred; in only one was 
the result unsatisfactory. The conclusion is reached that the muscle is 
more retracted than degenerated. On the whole spinal anzesthesia is ‘vo 
be recommended in these cases. 

The infantile perineum is found classically in women, sometimes rickety, 
sometimes not, of poor skeletal and muscular development. The perineum 
is thin and the tissue of which it is composed, scanty. Spinal anesthesia 
has no influence in such cases. 

In breech labour spinal anzesthesia, though indicated on other grounds, 
does not do away with the danger of perineal injury. The indications for 
pubiotomy are rendered less frequent by the employment of spinal 
anesthesia. 


Localised gangrene and gangrene at a distance following the application of radium 

. in the cervix uteri. 

The greater part of the article is devoted to the clinical details of two 
early cases of carcinoma cervicis. In both the growth was limited to the 
cervix. uteri and was not involving the vaginal fornices nor the broad 
ligaments. Case 1, in which the growth was of endocervical position, was 
treated with 65 mgrs of screened radium salt for six days. This quantity 
was distributed between two intra-uterine tubes, a tube in each lateral 
fornix and a tube in front of the ulcerated area. Twenty-three days after 
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treatinent complete cicatrization has taken place. One month after 
treatment the patient began to complain of pain in the thighs, pelvis and 
bladder. Her condition gradually became worse and four months later 
laparotomy was performed. A large abscess was found between the bladder 
aud the uterus, in communication with both those organs. The uterus was 
removed together with both Fallopian tubes and ovaries; abdominal and 
vaginal drainage was established. The iliac glands were not enlarged. 
Convalescence was smooth though the patient was left with a vesico-vaginal 
fistula. The wall of the extirpated uterus was gangrenous, the gangrene 
beiug most marked in the anterior wall at the level of the abscess. Histo- 
logical examination showed that the growth was still very active in spite 
of the cicatrization induced by the radium. In commenting on the case 
Jayle draws attention to the month’s interval which elapsed between 
treatment with radium and the first signs of the infective process. The 
gangrene and the associated abscess formation were, in his opinion, due 
to action of the radium. 

Case II was similar. The growth formed a deep cervical ulcer, which 
was, however, perfectly operable. 27 millicuries of screened radium were 
applied for 24 hours, the dose being divided as follows :— 11.3 millicuries 
inside the cervix, 15.8 millicuries in the fornices. Heemorrhage ceased 
after treatment but a non-offensive profuse discharge made its appearance. 
Soon after treatment the patient complained of pelvic pain and 
three months later hysterectomy was carried out. The operation was 
exceedingly easy owing to the mobility of the uterus which was not 
adherent to the rectum nor to the bladder. A few days after operation a 
large fragment of the anterior wall of the rectum sloughed and was 
removed per vaginam through the drainage hole. The author is confident 
that the rectum did not sustain injury at the time of operation and regards 
the case as one of delayed radium gangrene. 

Jayle then gives his views on the treatment of cancer of the cervix in 
which the growth is limited to the cervix. He considers that treatment 
by irradiation is inferior to surgical removal, there being no evidence to 
show that radium stops the growth in highly malignant tumours. On the 
other hand, he does not advocate the extensive operation named after 
Wertheim. He regards cancer as a general disease not to be eradicated by 
extending the scope of local removal of tissue. He thinks the choice should 
be between amputation of the cervix, simple vaginal hysterectomy and 
simple abdominal hysterectomy. 


Post-partum eclampsia and eclamptiform crises. 


The histories of ten original cases of post-partum eclampsia are recorded. 
In seven of the patients the first convulsion occurred within a few hours 
of labour. In two cases the onset of the fits was delayed until the tenth 
day. In one of these two it is possible that the correct diagnosis was 
epilepsy, the other was in all probability a true case of delayed post-partum 
eclampsia. In one case the convulsions did not appear until more than 
a month after delivery, a ureemic origin seems more probable than an 
eclamptic in this case. The author proceeds to review 48 previously 
published cases of post-partum eclampsia. In eight of these the preliminary 
diagnosis of eclampsia had to be revised as the result of further clinical 
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investigations or of autopsy findings. The eclamptiform convulsions in 
these eight patients were found to be due to various conditions other than 
eclampsia, such as acute nephritis, sinus thrombosis, cerebral haemorrhage 
or toxeemic jaundice. Gaujoux points out that eclamptiform convulsions 
have been recorded after intra-uterine injections, during the course of 
pneumonia, in ventricular hemorrhage, in basal meningitis, in cases of 
cerebral tumour and after the injection of toxic substances, for example 
perchloride of mercury. “ It is, then, possible and likewise probable that 
among the published cases of post-partum eclampsia there are many cases in 
which a mistaken diagnosis has been made and in which the convulsions, 
though eclamptiform in type, were due to conditions cetiologically distinct 
from eclampsia. Continuing the argument the author asks if it is therefore 
right to conclude that a diagnosis of post-partum eclampsia should not be 
made after a lapse of a certain number of hours since labour. Some authori- 
ties believe that this question should be answered in the affirmative. Doléris 
admits that the diagnosis of delayed post-partum eclampsia must remain 
open to doubt until confirmed by post-mortem examination. ‘The hypothesis 
that eclampsia is due to toxins of foetal origin, though not definitely estab- 
lished, lends support to the contention of Doléris. The conclusion is 
reached that post-partum eclampsia is rare and that the diagnosis should 
be made with prudence, basing it not only on the single symptom of the 
fits, but upon a number of clinical manifestations and after eliminating the 
possibility of eclamptiform convulsions of a different origin. There follows 
a discussion on the prognosis in post-partum eclampsia, the views of several 
authors being quoted. Of Gaujoux’s ten cases four succumbed. The article 
concludes with a brief reference to treatment. 


Radical cure of intractable vomiting of pregnancy of all grades of severity. 
Vomiting of pregnancy is due to dyspepsia created or aggravated by the 
pregnancy. This is frequently complicated by gastric dilatation, either 
alone, or in association with «rophagy. That gastric dilatation is an 
important factor in the causation of morning sickness is shown by the fact 
that the vomiting often ceases spontaneously at about the fourth month 
when the gravid uterus raises the atonic dilated stomach and thereby 
relieves the irritation of the solar plexus caused by the pull of the dilated 
organ. In short, gastric dilatation causes vomiting by the stimulation of 
the solar plexus. Afrophagy is common in pregnant women and is due to 
the sialorrhcea so frequently seen in these cases. Treatment should be 
based upon this view of the «etiology of the condition and is divided by 
the author into three parts: (1) Dyspepsia; (2) Airophagy; (3) Gastric 
dilatation. The dyspepsia is treated by rest in bed, a graduated diet which 
begins by allowing only water, and the oral administration of sodium 
bromide. For crophagy respiratory exercises are prescribed, the saliva 
must be expectorated and not swallowed, all liquids are taken through a 
tube, carbonate of bismuth is exhibited. as well as bromide of sodium. 
Dilatation of the stomach is combated by raising the buttocks on pillows 
for fifteen minutes every hour. When allowed out of bed these patients 
must wear a corset: The author claims that his treatment is infallible and 
quotes cases in support of his contention. ’ 
F. Roques. 
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Bruxelles Médical. 


January 13, 1929. 
*Post-partum paralytic ileus. R. De Guchteneere. 
February 3, 1929. 
*Treatment of genital prolapse in the aged by closure of the vagina. Rene 
Crousse. 
March 3, 1929. 
Pregnancy following a tubal injection of lipiodol in a_case of sterility. 
J. J. Snoeck. 
March 17, 1929. 
The obstetrical pharmacological action of a new preparation of post- 
pituitary extract. J. I. Wodon. 
March 31, 1929. 
*Spinal anesthesia in obstetrics. Max Cheval. 


Post-partum paralytic ileus. 

In De Guchteneere’s case of this rare complication of delivery, the 
patient was a highly strung hysterical girl aged 20 years with a history of 
constipation and appendicectomy following her second attack of appendicitis 
in 1923; her pregnancy dating from November 17, 1927. Constipation was 
lessened during pregnancy ; some cedema of the lower extremities appeared 
at the seventh month aud was relieved by rest and digitalis. 

Labour began on August 21 and continued to August 25 with very slow 
progress and cervical dilatation to the size of a two-franc piece. Under spinal 
anesthesia the cervix, vagina and perineal orifice were dilated manually and 
a still-born foetus delivered by forceps. The placenta and membranes were 
passed entire half an hour afterwards. The temperature and pulse remained 
normal until August 29th; on the fourth day she suddenly developed acute 
abdominal pain and distension and incessant vomiting with a normal tem- 
perature and a pulse of 120 per minute. The condition subsided rapidly on 
giving one c.c. of pituitrin and a glycerine injection, when a ‘‘veritable 
debacle” of gas and hard faecal material was evacuated, On the next day a 
repetition of events occurred and was treated successfully by the same means 
The author is doubtful whether the ileus was a hysterical manifestation or 
whether it was secondary to the uterine interference and spinal anesthesia. 


Treatment of genital prolapse in the aged by closure of the vagina. 

In Crousse’s practice this operation is reserved for older women suffering 
from complete genital prolapse. The author’s cases were aged 62 to 83 
years. They suffered from conditions such as emphysema or poor renal 
efficiency which rendered them unsuitable for any operation under a general 
anesthetic. The author invariably carries out this operation under local 
anesthesia. 

The operation essentially consists of denudation of the anterior and 
posterior vaginal fornices down to the external os; sewing together of the 
cut edges of the epithelial covering of the cervix over the external os, thus 
leaving a narrow channel open at either side, union of the anterior and 
posterior denuded vaginal walls by deep sutures and final union of the cut 
edges of the vaginal epithelium from side to side leaving a small channel 
for uterine secretion on each side, and finally, performance of an extensive 
perincerrhaphy with only a minute vaginal orifice left in front. 
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Spinal anesthesia in obstetrics. 

Max Cheval has adopted spinal anesthesia for all gynzecological and 
obstetrical operations. He employs this form of anesthesia when he wishes 
to hasten the first stage of labour by manual dilatation or for an operative 
delivery. During its action he states that contractions of the uterus are 
abolished but uterine retraction is not interfered with. He also uses this 
form of treatment for cases of primary uterine inertia with a prolonged 
first stage and consequent exhaustion of the mother and for cases of serious 
iilness of the mother such as tuberculosis or cardiac insufficiency, when 
a normal labour could not be tolerated. He has seen no untoward results. 


R. H. B. Adamson. 


Archiv fur Gynadkologie. 


November 13, 1928. 

*Twenty-five years’ experience of Wertheim’s operation for carcinoma. 
W. Weibel. 

Researches concerning women with genital hypoplasia. H. Naujoks. 

Hypoplasia and mentality. F. Mauz. 

Mucous secretion and mucous cysts in adeno-carcinoma of the corpus 
uteri. F. Isbruch. 

“Bacteriological tests concerning the freedom from bacteria of the pregnant 
uterus. (Is there a ‘latent microbial endometritis ?’’?) F. Isbruch, 

The influence of the erythrocyte count on sedementation velocity. H. 
Schafer. : 

*Blood pressure and eclampsia. G. Schwarz. 

*Alterations of the placenta in hydrops gravidarum. I,. Kraul. 

*Placenta accreta. E. Klaften. 

Researches concerning ferments in the placenta. Wehefritz and E. 
Gierhake 

The influence of the menstrual cycle on hydrogen metabolism. H. Eufin- 
ger and R. Spiegler. 

*Alterations of the uterus during pregnancy. H. Kamniker. 

*Partial ovarian resection in cases of oligomenorrhcea and amenorrhcea. 
S. K. Lessnol. 

The value of the pyramidon test in the diagnosis of interrupted tuba: 
gestation. S. M. Klein. 

Clinical estimation of the efficacy of ovarian preparations made by the 
Stern-Batelli method. A. A. Kogan and J. L. Libin. 


Twenty-five years’ experience of Wertheim’s operation for carcinoma. 

An exhaustive statistical survey of the Wertheim operations done from 
1898 and 1916 (one thousand) and from 1916 to 1922 (five hundred) at 
Wertheim’s clinic, mostly, it would appear by Wertheim. The following 
quotations refer, except where otherwise stated, to the first group of a 
thousand cases. The operability rate was 48.5 per cent, and 6.5 per cent 
are classified as commencing cases, 41.9 per cent as “leicht” (tumour 
confined to portio or with a slight extension in the vaginal fornix, para- 
metrium clinically and histologically free), 37.6 per cent as advanced and 
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14.0 per cent as very advanced (resection, of bladder, large intestine or 
large vessels, or resection and implantation of uterus was necessary). 
Lumbar anesthesia was used in 75.0 per cent. In the fifteen hundred cases 
regional glands were removed in 45 per cent, and 46.0 per cent of these 
glands (coming from 21.0 per cent, of the patients operated on) were found 
to be carcinomatous. Jn the fifteen hundred operations accidental injury 
of the bladder occurred in 2.3 per cent, ligature or penetrating wound of 
the ureter in 1.3 per cent, penetrating wound of the intestine (nearly 
always the rectum) in 1.1 per cent. Deliberate resection of the bladder 
was done in 1.1 per cent, of the ureter in 2.0 per cent, bladder and ureter 
in 0.8 per cent, rectum in 0.13 per cent, bladder and rectum in 0.06 per 
cent—a total ot 4 per cent of resections in fifteen hundred operations. In 
the same series there occurred 3.0 per cent of spontaneous vesical fistule, 
6.2 per cent of ureteral fistulee, 0.7 per cent of rectal fistulae and 0.07 per 
cent of coincident vesical and rectal fistulae. Sixty-four per cent of these 
fistulae healed spontaneously or after secondary operation. The 
operative mortality was 19.0 per cent in cases I—500, 13 per cent in cases 
500—1000, g per cent in cases 1000—1500 and 16.3 per cent in cases 
1—1000. In the series of 1000 no fewer than 998 could be traced for five 
years at least: those dying from operation, dying from intercurrent 
disease without recurrence, and dying from or showing recurrences 
numbered 16.3 per cent, 2 per cent and 43.1 per cent respectively. Those 
showing five years’ cure were 38 per cent—47 per cent of those surviving 
operation : they formed 98 per cent of the early cases, 60 per cent of the 
“Veicht,”? 22 per cent of the advanced cases and only 15.5 per cent of the 
very advanced. Of 214 patients in whom the regional glands were carcino- 
matous only 19 survived for five years without recurrence. 


Bacteriological tests concerning the freedom from bacteria of the pregnant uterus. 
(Is there a ‘‘latent microbia! endometritis’’?) 


Albert, examining the uterine contents in twenty cases of laparotomy 
and Cesarean section for termination of pregnancy in the third to fifth 
months, found the placental site sterile in all, but the decidua in 19 cases 
contained one of more varieties of pathogenic organisms: he inferred the 
existence of a ‘‘latent microbial endometritis’? during pregnancy. The 
present writer in material from cases of Caesarean section or Porro’s 
operation found bacteria in the placenta and/or decidua in 12 out of 24: 
in 11 of these labour was in progress before operation. He holds that 
the gravid uterus is usually free from bacteria until the commencement 
of labour and that the majority of cases of cultivation of bacteria from 
uterus are due to air or other accidental contamination. 


Blood pressure and eclampsia. 

Observations in Zangemeister’s clinic show that in physiological 
conditions a rise of blood pressure (120 mm. is considered normal) towards 
term is absent. A normal pressure is preserved between the pains of 
labour and after normal degrees of post-partum hemorrhage, and during 
the puerperium generally. A rise of blood pressure during pregnancy, 
labour or the puerperium in the absence of the obvious clinical cause must 
be regarded as the most significant symptom of the pre-eclamptic state, 
of which other signs may be absent or elusive. Pre-eclamptic hyperpiesis 
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is distinguished from that which has other causes by a variation in body 
weight. The gravity of the pre-eclamptic condition is not necessarily 
proportional to the rise in blood pressure. In the presence of the pre- 
eclamptic syndrome therapeutic measures which increase or induce uterine 
contractions are contraindicated, and raising of the legs as in the Trend- 
elenburg position may be harmful. Emptying the uterus in eclamptic 
or pre-eclamptic subjects leads, apart from the consequence of haemorr- 
hage, to a dimunition of 15—20 mm. in the blood pressure; a rise may 
follow. In the puerperium after pre-eclampsia or eclampsia, persisting 
cedema, diminished diuresis and a raised blood pressure are not infre- 
quently found associated--probably in connection with a raised intracranial 
pressure. 


Alterations of the placenta in hydrops gravidarum. 

A description of a case of hydrops gravidarum in a_ primigravida 
aged 37, whose heart and blood pressure were normal and whose urine was 
of 1030—1035 specific gravity and free as a rule from albumin. Oedema of 
the limbs and labia was present, as well as ascites, bilateral hydiothorax, 
hydramnios and a hydrops of the gall bladder. A macerated foetus was 
delivered after administration of quinine and pituitary extract during 
the sixth month. The placenta weighed 700 grammes as compared with 
a foetus of 1100 grammes, and showed to the naked eye and microscopically 
an extreme degree of cedema. Oedema of the placenta was also found in 
other cases of hydrops gravidarum. 


Placenta accreta. 

Cases of placenta accreta numbered five out of 70,000 at the I. Uni- 
versitats-Frauenklinik in Vienna; those with microscopical verification 
hitherto recorded numbered 24. Five cases are here described, including 
a lethal one associated with abortion during the third month, curetted 
before admission to hospital. Two mothers survived, vaginal hysterectomy 
having been done, and in one case both mother and child survived—the 
sixth example recorded of this doubly favourable result. Only 12 cases 
of maternal survival, it is stated, have been reported. Prophylaxis consists 
in (1) conservatism with regard to manual removal of the placenta, this 
favours conditions leading to placenta accreta in later pregnancies, (2) the 
saine prophylaxis as that ot puerperal fever (3) avoidance of the injuries 
associated with unskillful curetting, (4) securing early diagnosis. Where 
a total placenta previa is tound, antecedent labours having been compli- 
cated by manual removal of the placenta, injuries to the uterus and/or a 
febrile puerperium, Czesarean section is justified: if placenta accreta 
be found after delivery of the infant supravaginal hysterectomy can be 
done. 


Alterations of the ureters during pregnancy. 

In cases of ureteral obstruction in pregnancy the downflow is hindered 
10o—15 centimetres above the vesical opening, at the level of the innom- 
inate line. In the upper third of the ureter, sometimes just below the 
pelvis, kinking is frequently found during the later months of gestation : 
pyelograms showing this are reproduced. Similar kinking is found in 
cases of pressure on the ureter by abdominal tumours other than the 
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gravid uterus. In catheterising the ureter during pregnancy it is 
inadvisable to pass the catheter more than 15—18 cm. beyond the bladder : 
otherwise the point may lodge in the kink and increase its acuteness. 


Partial ovarian resection in cases of oligomenorrheea and amenorrhea. 

Menstruation of normal duration and intervals followed in two patients 
longitudinal section of the ovaries with incision of a large part of the 
diseased organs. In one patient—a woman aged 39, who had menstruated 
at two to seven months’ intervals for twelve years, the ovaries were fibro- 
cystic : in the other, aged 23, who had had 15 months’ amenorrheea, the histo- 
logical description of the ovaries was ‘“‘partial parenchymatous degener- 
ation (small-cyst degeneration of ripening follicles), hypertrophy of 
interstitial glands, lipoid infiltration of follicular cysts, lipoid infiltration 
of follicular scars.’? The increased menstruation after ovarian resection is 
ascribed to a stimulant action exercised on the remnants of healthy 
ovarian tissue by removal of degenerated glandular elements—the hilum 
was respected at the operations. 

W. E. Crowther. 


Monatsschrift fir Geburtshilfe und Gynakologie. 


Vol. Ixxxi, No. 1—2, January 1929. 

“Observations on the uterine souffle, especially on the musical souffle. 
R. Joachimovits. 

*The practical significance in the puerperium of degrees of infection. 
W. Lobner. 

*Extractio placentz accretee. G. Aschermann. 

*Answer to the foregoing. W. Zangemeister. 

“Psychotherapy in gynecology. J. S. Galant. 

*Experiences with Scheer’s electric milk pump. W. Schol. 

*On the Sellheim Liittge v Mertz alcohol extract reaction and its sources 
of error. O. Gragert. 

"Induction of abortion and_ sterilization by Alfier’s method.  S. di 
Francesco. 

*The value of the so-called phrenic symptom in interrupted extra-uterine 
pregnancy. G. A. Bakscht. 

*Extirpation of a carcinoma of the uterus in a child of 1% years. E. 
Kehrer and H. O. Neumann. 

*On v. Conill’s description of Proubasta’s butterfly grip in dilatation of 
the cervix. F. Proubasta. 


Observations on the uterine souffie, especially on the musical souffle. 

The uterine souffle is sometimes ringing or musical, especially when 
on the right. A cause for this lies in torsion of the uterus, producing a 
marked kink in a main artery; a vibrating column is formed at the kink 
which acts like an organ pipe. In early pregnancy without torsion a 
musical note can be produced by a sudden dilatation followed by a bend 
in the artery at a narrow part. Meteorism acts as a resonance box and 
increases the souffle. In animals an arterial hum or thrill can be felt— 
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corresponding to this souffle. The sound lessens during and after a 
uterine contraction, a point which may be useful in rendering a weak heart 
sound audible just after a pain. 


The practical significance in the puerperium of degrees of infection. 

Lébner concludes that the degree of vaginal infection has little effect 
on puerperal morbidity, as the latter was one per cent in a series of cases 
showing 36 per cent and 21 per cent in each of Schréder’s three degrees 
of infection. He lays more stress on early rupture of the membranes and on 
long labour with frequent vaginal examinations, and he uses rectal exam- 
inations as a routine. 


Extractio placente accretz. 

Aschermann answers Zangemeister’s criticitisms by re-emphasising the 
indications—abnormal delay in the third stage, contracted uterus etc., and 
adds a recent case in which traction on the cord easily delivered a placenta 
held by a contraction ring in a partient who had had two previous manual 
removals. Danger of increased loss due to delay does not occur, as the 
pull causes the uterus to contract strongly. Midwives should not be 
allowed to use the method. 


Answer to the foregoing. 
Zangmeister considers Aschermann’s figures too small, and his mor- 
tality figures due to manual removal too high. 


Psychotherapy in gynecology. 

After warning gynecologists against undertaking to treat cases which 
properly belong to the psychologist—Galant mentions a string of cases— 
dysmenorrheea, aggravation of symptoms, hyperemesis gravidarum, 
pseudocyesis, vaginesmus, pelvic pain—in which after a_ thorough 
physical examination such psychological methods as education, explana- 
tion, suggestion and persuasion should be used. A special point is made 
of taking two or three consultations to undeceive a patient with pseudo- 
cyesis. Galant believes that psycho-analysis should never, and hypnosis 
only very rarely, be attempted by the gynecologist. 


Experiences with Scheer’s electric milk pump. 

Once the first fear of the rather noisy machine is overcome, the pump 
has given Schol excellent results where hand pumping his failed. It also 
saves a busy ward sister much time and work. 


On the Sellheim Liittge v. Mertz alcohol extract reaction and its sources of error. 

Gragert found a positive reaction very fairly reliable in pregnancy and 
in carcinoma, but a negative one of little value. The diagnosis of sex was 
very uncertain. He attributes this divergence from previous workers to 
differences in the technique of boiling and in the placental and carcinoma 
extracts manufactured. 
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Induction of abortion and sterilization by Alfieri’s method. 

Di Francesco advocates Alfieri’s method of stitching the ampullary ends 
of the intact Fallopian tubes under the peritoneum on the front of the uterus, 
after the latter has been emptied of a pregnancy, (which should be of three 
months or less duration). The method is simple and does not make it 
difficult to reopen the Fallopian tubes if so decided. 


The value of the so-called phrenic symptom in interrupted extra-uterine pregnancy. 

Bakscht found shoulder pain present in 20 per cent of his cases, and 
it has been of diagnostic value in several cases which were otherwise 
doubtfil. 


Extirpation of a carcinoma of the uterus in a child of one and a quarter years. 

The result was fatal but the authors believe that if the tumour had not 
been centrally infected, and so caused peritonitis, the child might have 
recovered. They think, however, that the healing power is not yet fully 
developed in so young a child. 


On V. Conill’s description of Proubasta’s butterfly grip in dilatation of the cervix. 
Proubasta points out that his method may mean the use of four fingers, 
and can be used throughout the first stage. 
Dorothy N. L. Leverkus. 


Zeitschrift fur Geburtshilfe und Gynakologie. 


Vol. xcl, No. 3, September 1927. 
*The clinical diagnosis of adeno-fibrosis of the vaginal fornix. H. 
Hinselmann. 

“Changes in the pituitary gland in rats, following operative and X-ray 
castration. F. Schenk. 

*Pelvic measurements by Réntgen rays. H. Martius. 

Investigation into the metabolism of pregnancy in dogs. (a) Relationship 
of changes in the blood to the function of the liver and to carbohydrate 
metabolism. (b) Protein metabolism. H. R. Schmidt, W. Bickenbach 
and P. Jénen. 

Comparative blood circulatory changes in healthy pregnant and puerperal 
women. W. Haupt. 

Sound conduction through amniotic fluid. Lénne. 

The action of calcium in inhibiting inflammatory processes during 
pregnancy. W. Odenthal. 

The resuscitation of asphyxiated newborn children with the help of the 
electric current. F. Israel. 

Repeated severe arterial bleeding in the late puerperium from a perineal 
tear due to infection with peptonising germs. G. Wendel. 

Lobar pneumonia. A. Lauche. 

Congenital atresia of the small intestine. T. Naegli. 

The induction of labour in prolonged gestation. F. Seisser. 

The clinical importance of early rupture of the membranes. F. Klee. 

The demonstration of latent cedema in pregnancy by means of the Urti- 

carial reaction of Goldschier and Guggenheimer, P, Oblanden. 
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The method of measuring uterine contractions during normal menstru- 
ation and a study of the influence of Gynergin and pituitary extract. 
H. Schréder. 


Vol. xcli, No. 1, October 1927. 

A case of necrotic ulcerative cystitis. H. Heidler. 

A new hysterscope with an indication of the results obtainable from its 
employment. F. v. Mikulicz-Radecki and A. Freund. 

"The application of X-ray therapy to the pituitary gland in gynecological 
lesions. J. Sahler. 

*The artificial production of corpora lutea by the injection of placental 
extracts from early pregnancies. M. Murata and K. Adachi. 

“Fatty degeneration of the corpus luteum in intra-uterine and extra-uterine 
pregnancy. T. Steinforth. 

The reticular structure of the human placenta. T. Antoine. 

The cotyledons and septa of the placenta. T. Antoine. 

A clinical and experimental investigation of gangrene due to the adminis- 
tration of ergot. P. Caffier. 

The inflammatory reaction of the umbilical cord. R. Borodowitsch. 

‘The diagnosis, treatment and prognosis of hyperemesis gravidarum, 
based on the analysis of blood and urine. O. Bokelmann and A. Bock. 

*The use of insulin in severe hyperemesis gravidarum. E. Lenz. 

Further results of the treatment of eclampsia. H. F. Eberhardt. 


The clinical diagnosis of adeno-fibrosis of the vaginal fornix. 

Cullen has described this lesion very completely and indicated its 
danger to the patient. The constant slight vaginal bleeding might defy 
diagnosis until the actual palpable tumour appears in the posterior fornix. 
The author advocates the use of his colposcope with a view to earlier 
diagnosis. He illustrates from a case of his own the small vesicles, 
translucent or blue from retained blood, which appear in the vaginal 
mucous membrane over the tumour. ‘The small haemorrhagic areas may 
be due to trauma or simply to the subsequent rupture of the vesicles. 
He draws attention to the pale colour of the surrounding mucous mem- 
brane, which he believes to be characteristic. The use of the colposcope 
has the further advantage of allowing a diagnosis to be made without the 
necessity of removing a wedge of tissue for microscopic examination, a 
procedure which may make the eventual radical operation more difficult. 


Changes in the pituitary gland in rats, following operative and X-ray castration. 

While there is universal consent that the pituitary gland in women 
increases in size during pregnancy with certain changes in the cell 
condition, observations on animals in similar circumstances have given 
varying results. These variations appear to be due to the fact that the 
pituitary gland does not behave in the same way in all animals, and the 
author found the same variation when he investigated changes in this 
gland after castration. Starting with rabbits, cats and rats, he found 
so little increase in size and so little change in cell conditions in rabbits 
and cats, that he had to limit his research to rats. With them he found con- 
stant results. He devoted himself chiefly to changes in cell formation 
and staining reaction. While the acidophile cells show extensive granular 
staining, there are much more characteristic changes in what he describes 
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as basophile cells. The protoplasm in these cells becomes vacuolated and 
gives rise to a ‘‘signet ring’? appearance. This appearance is so constant 
that he describes these cells as ‘‘castration cells.’”? Where the castration 
had been affected by X-rays, he found that those cells take a much longer 
time to appear and never develop so fully. This he believes might be 
due to the interstitial cells of the gonad continuing to exercise some 
influence even when the reproductive tissue has been destroyed by X-rays. 


Pelvic measurements by Réntgen rays. 

The author describes a fairly simple ‘‘projection methed’” for the 
actual measurement of the diameters and the whole outline of the pelvic 
brim. Stereoscopic methods have not proved satisfactory. X-ray methods 
have the advantage of avoiding internal manipulations, particularly at the 
end of pregnancy. Professor Martius’s method can be used not only in 
advanced pregnancy but even after the onset of labour. The patient is 
rayed in a position resembling Fowler’s position, so that the pelvic brim 
is absolutely parallel to the photographic plate. The author gives a 
number of points in the adjustment of this position, but, for the final 
adjustment, a very important guide appears to be that the obturator 
foramina should not be visible. The focal length should be 70 centimetres. 
From this focal length and the known height of the pelvic brim above 
the photographic plate, the actual outline of the pelvis can easily be traced. 
For this purpose a very efficient compensation planimeter, made by Con- 
radi of Zurich, is very suitable; but a simpler method is to lay the plate 
on squared paper, thus allowing not only the direct measurements of the 
important diameters, but also a very accurate estimate of the total area of 
the brim. From his experience of this method, the author believes that 
this total area of the brim is of very great importance in cases of generally 
contracted pelvis. In such a pelvis, with a foetus of normal size, birth 
per vias naturales is most unlikely, where the area of the brim is less 
than 7o—80 square centimetres, quite apart from the actual measurement 
of the true conjugate diameter. A true conjugate of even nine centimetres, 


where the total area is less than 70, will be associated with very great 
dystocia. The measurements obtained by this method have the same 
disadvantage as all other pelvic measurements, in that the moulding of the 
foetal head and the strength of labour pains have still to be allowed for. 


The application of X-ray therapy to the pituitary gland in gynecological lesions. 

Commencing as a means of treatment of neoplasms of the pituitary 
gland this method has been extended into a therapeutic measure in lesions 
of the reproductive organs. Hofbauer and Hirsch published results indi- 
cating that conditions associated with menorrhagia, even when dependent 
on the presence of fibroid tumours, could be favourably influenced by 
X-ray treatment of the pituitary gland. They reported that fibro-myomata 
were even reduced in size. 

The author has investigated 72 cases from this point of view, but 
only achieved success in 13 cases, in nine of which the ‘“‘raying’’ is described 
as “strong’? and the remainder as ‘‘weak.’? In a further 13 cases a 
slight temporary improvement was obtained. The author did find, how- 
ever, that a very marked success was sometimes obtained in cases of 


fibro-myomata where previous X-raying of the ovaries had failed. Even 
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some of Hofbauer’s successes appeared to have been due to this double 
action. In cases where the periods had been frequent or otherwise 
irregular in their incidence, the author noticed that the result of this 
treatment was to secure an almost perfectly regular menstrual cycle. The 
amount of loss, however, was not influenced. 

He also investigated a group of obstinate cases of dysmenorrhoea in 
this way and reported lasting cures or permanent improvement in 60 per 
cent of the series. His success in this group led to the investigation of 
patients suffering from severe menopausal disturbances of the vaso-motor 
and general nervous types. In a series of 102 such cases, including 12 
due to a surgical and 43 to an X-ray premature menopause, he claimed 
successes in 64 per cent. One group of cases, dystrophia adiposa 
genitalis, proved absolutely refractory to this line of treatment. In a 
group of nine such cases, while there was some slight menstrual improve- 
ment in four, there was absolutely no improvement in the abnormal fat 
metabolism. 


The artificial production of cozpora lutea by the injection of placental extracts from 
early pregnancies. 


Hirose showed that the chorionic epithelium of the human ovuin 
during the earlier months of pregnancy formed an internal secretion capable 
of producing changes in the ovaries of certain animals, and the authors 
conducted a series of such experiments in rabbits. An extract of human 
placental tissue was injected into the peritoneal cavity, and it was shown 
that this extract was most potent when obtained from the second and 
third months of pregnancy. Extract of hydatid mole tissue, and of 
inetastatic nodules from a case of chorion epithelioma were equally potent. 
The authors regard these results as evidence that the active substance 
was produced by the cells of Langhan’s layer and the syncytium. 

The result of those injections of chorionic tissue extract was a stimulation 
of the growth of the ovary leading to a great increase in the size of the 
Graafian follicles, an increase in the interstitial gland tissue, and, most 
important of all, a production of large numbers of corpora lutea. The 
corpora lutea thus produced were of two types. (1) A type not distin- 
guishable in structure from the physiological corpora lutea, but present 
in great numbers—and (2) a type in which the ovum had not yet been 
erupted and could still be recognised in the corpus luteum. This second 
type could be identified by its red colour due in some cases to a small 
blood clot in its centre and in others to the persistence of a blood-stained 
liquor folliculi. While the ovum was still present in this type, it always 
showed degenerative changes. The authors were able, from their obser- 
vations, to support the view that the corpus luteum cells are derived in 
toto from the granulosa layer of the follicle. The effect of those injections 
on the Graafian follicle was to cause the premature rupture of those on 
the surface of the ovary, presumably by increasing the intra-follicular 
tension, and to produce lutein cell formation in the follicles which had 
not yet reached the surface and therefore could not extrude the ovum. 
The authors suggest from this finding that the development of the corpus 
luteum is not so absolutely dependent on the extrusion of the ovum as 
is usually believed—the first depends on the maturing of the granulosa 
layer, while the latter is due to a pressure effect. In rabbits which had 
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not quite reached sexual maturity large numbers of both physiological 
and ovum-containing corpora lutea were found: in younger animals only 
the latter type was seen 

The authors find a ready explanation of the polycystic changes of the 
ovary which occur in association with hydatidform mole and chorion 
epithelioma. The excessive secretion of the chorionic epithelium leads to 
corpus luteum formation with or without the previous extrusion of the 
ovum with the Graafian follicles. 


Fatty degeneration of the corpus luteum in intra-uterine and extra-uterine pregnancy. 


The identification of fat droplets in the tissue of the corpus luteum from 
cases of extra-uterine pregnancy has been frequently described, but the 
author criticises the interpretation of this phenomenon. From the exam- 
ination of the corpora lutea from 18 cases of extra-uterine pregnancy, and 
from five cases where the uterus and adnexa had been extirpated in early 
pregnancy on account of pulmonary tuberculosis, he finds adequate support 
for the views of Robert Mayer regarding the significance of tissue changes 
in the corpus luteum. He finds that large droplets and large amounts 
of fat in the corpus luteum only occur when the pregnancy has been 
interrupted and indicate that the death of the ovum has led to retrogres- 
sive changes. Normally throughout the course of pregnancy there is 
hardly any evidence of fatty change in the corpus luteum—even in the 
later months only slight traces are visible, but in the puerperium fatty 
changes become much more marked. Previous interpretations of fatty 
change in the corpus luteum of extra-uterine pregnancy had not allowed 
for the fact that the ovum had died very often a considerable time before 
the ovarian tissue became available for examination after operation. The 
author maintains that his observations support Mayer’s view that the 
presence of fat in the corpus luteum tissue during pregnancy is not a sign 
of maturity but an indication of katabolic change—a true fatty degener- 
ation. 


The diagnosis, treatment and prognosis of hyperemesis gravidarum, based on the 
analysis of blood and urine. 

The author refers to the absence of accurate criteria on which a definite 
diagnosis of hyperemesis gravidarum can be established. Statements by 
the patient or her friends regarding the amount and frequency of vomiting 
and an estimate of her present physical condition are the only data avail- 
able, and they are unreliable. It is usually necessary to take the patient 
into hospital, and keep her under observation before an accurate diagnosis 
can be made; even then the prognosis may prove inaccurate. In the 
investigation of such cases there are available the classical standards 
established many years ago by such distinguished physiologists as C. 
Voit, Pettenkoffer, Rubner, etc. for the metabolic changes associated with 
inanition. On those lines the authors have investigated 22 cases in which 
vomiting associated with early pregnancy appeared to be excessive. They 
attach the greatest possible importance to the estimation of the acetone 
bodies of the blood, following the method of Engfeldt, and considerable, 
though less, importance to the total acetone-content, and the rate of 
excretion of 8-oxybutyric and diacetic acid in the urine. In the series of 
cases investigated they found that where the acetone-body content of the 
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blood was less than 80 mg. per cent, the physiological limits had not been 
transgressed. An acetone-body content of the blood of over 100 mg. should 
be considered as beyond the physiological limit, and the case described 
as one of ‘“Emesis Gravidarum’’ indicating that the nutritional base line 
had been reached, With a figure of over 150 mg. the condition may then 
be correctly described as ‘Hyperemesis Gravidarum’’ indicating real 
inanition, while the series of cases investigated showed that an amount 
of over 200 mg. must be considered as indicating the most malignant 
form of this disease. While only two cases of the series were of this 
malignant type, both showed all the signs of profound intoxication, and 
in both, there was eventually in the severest stage a diminution of the 
ketonuria, which the authors suggest is due to all the available body 
fat having been used up, and the body proteins becoming the source of 
energy. The authors find that these estimates give a very accurate indi- 
cation of the actual metabolic lesion, and afford reliable data for accurate 
diagnosis, treatment and prognosis. The treatment of such cases consists 
of the administration of glucose, either through the bowel, into the sub- 
cutaneous tissues, or intravenously. 


The use of insulin in severe hyperemesis gravidarum. 

The author describes the treatment of a most severe case of hyperemesis 
gravidarum by the administration of glucose and insulin. From a con- 
dition indicating the gravest toxemia with extreme inanition, universal 
jaundice, a feeble and rapid pulse, sub-normal temperature, albuminuria 
and hematuria, the patient made a steady and complete recovery. Treat- 
ment was commenced with large amounts of glucose given per rectum, 
and 30 units of insulin administered twice daily. The amounts were 
gradually reduced as the patient’s condition improved. The rest of the 
article is devoted to a review of the evidences of hepatic inefficiency, and 
a discussion of the probable methods of action of the therapeutic agents 
used here. The author attributes success either to a restoration of the 
glycogenetic function of the liver or to a general stimulation of the 
endocrine gland system. 


James Hendry. 


Zentralblatt fur Gynakologie 


No. 1, January 5, 1929. 
A survey of modern obstetrics. M. Henkel. 
The German Czesarean section statistics for 1928. G. Winter. 
Menopausal bleeding. O. Frankl. 
The early diagnosis of cervical carcinoma. E. Preissecker. 
The diagnosis of pregnancy from the presence of anterior pituitary hormone 
in the urine. S. Ascheim. 
The Zondek-Ascheim test for pregnancy.: L. Kraul and J. Rippel. 
The influence of contractions of the tube on the tubal contents. F. Kok. 
Cyclical changes in the tubal epithelium. K. Pietze 
*Nitrous oxide anesthesia. E. Strassmann. 
Pernokton and the new-born. R. Kobes. 
*Radiation and the foetus. F. Unterberger. 
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No. 2, January 12, 1929. 

The statistical foundation of Hirsch’s new obstetrical régime. E. Sachs. 
Intra-uterine charcoal medication in abortion. F. Geller. 

Sacral anesthesia. H. Rummel. 

The relationship between menstruation and peritonitis. F. Unterberger. 
*Rudimentary accessory vaginee. B, Ottow. 

*Umbilical adenoma. H. Baltzer. 

A case of spontaneous endogenous puerperal sepsis. W. Heer. 

Sugar tolerance as a test of early pregnancy. R. Kleitsman. 

Sach’s floating test for completeness of the placenta. J. Putz. 


No. 3, January 19, 1929. 
An unusual complication during abortion. H. Sellheim. 
Rupture of a vaginal endometrioma. A. Hermstein. 
The use of high frequency in gynecology. P. Feldweg. 
“Pernokton”’ twilight sleep. L. Léfkovitz. 
*The diagnosis of triplets in the eighth month of pregnancy. G. Albano. 
*Coustriction groove on head of the new-born. M. Ding. 
Unreduced transverse presentations. A new simplified method of decapi- 
tation. 1. Freid. 
*Climacteric heemorrhage and circulatory disturbances. W. Stemmer. 
Myomectomy during pregnancy. S, Liebmann, 
Simultaneous bilateral tubal pregnancy. A. Blagodarow. 


No. 4, January 26. 1929. 
Pruritus vulve. A. Labhenot. 
On the demonstration of organisms in the blood immediately following 
a febrile birth at term. E. Kulka. 
Severe toxic jaundice in pregnancy. E. Raban. 
*The treatment of cedema in pregnancy with thyroid extract. E. Barez1. 
The opacity reaction for pregnancy (V. Mertz). V. Schundt. 
Medical ethics and abortion. A. Liedermeyer. 
A new instrument for decapitation. S. Sztehlo. 
“Arsylen” in gynaecological practice. W. Braun. 
A self-retaining uterine canula for tubal insufflation. G. Ziwatoff. 


No. 5, February 2, 1929. 
Further experiences with hysteroscopy. I. v. Mikulicz-Radecki. 
The effect of social status on labour. H. Kiistner. 
Post-maturity. J. Frigyesi and H. Sellheim. 
Fatal intra-cranial haemorrhage following external version. H. Naujoks. 
‘A simplified method of estimating pelvic measurements. H. Guttmann. 
The treatment of uterine carcinoma. G. Lundh. 
Prolapse of the retroverted, incarcerated uterus. M. Henkel. 
*Cohabitation trauma. F. Falk. 
Tearing of the os uteri during spontaneous delivery. E. Schwarzkopf. 
*Labour after artificial abortion. X. Bronnikowa. 
Chronic fibrous periurethritis. L. Niirnberger. 
Absence of the urethra with urinary incontinence. L Fraenkel. 
The 1ationale and technique of Goebell’s operation. H. Cramer. 
The technique of incontinence (fistula) operation in gross urethral defect 
R. Joachimovits. 
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The operative treatment of large vesico-vaginal fistulae. W. Zangemeister. 
Pilocarpine and retention of urine. K. Mayer. 

A late complication of radium treatment. H. Rulle. 

A useful aid to cytoscopy. B. Ottow. 

An unusual case of ureteric calculus. K.: Kaiser. 

Ureteric ligature. D. Maluschew. 


No. 7, February 16, 1929. 
Incomplete desquamation of the uterine mucosa and menorrhagia. W. 
Lahm. 
Heemorrhage late in the puerperium. S. Beckmann. 
The treatment of eclampsia. F. Engelmann. 
Stein’s method of induction. M. Widera. 
Plasma cell infiltration in gonococcal salpingitis. R. Joachomovits. 
*Two cases of uterine rupture through scar of Ceesarean section. R. 
Stissmann. 
Gyneecological disorders and industrial conditions. M. Hirsch. 
*Cerebral tumour during pregnancy. W. Bickenbach. 
Schubert’s operation. D, Maluschew. 


No. 8, February 23, 1929. 

Cerebral birth injuries. R. T. v. Jaschke. 

*The conservative treatment of uterine rupture. R. Schmid. 
Histological diagnosis of malignant tumours. R. Dengler. 
Are there cyclical changes in the vaginal mucosa? A. Walter. 
The symptomatology of the menses. H. Feudel. 

*Chorion epithelioma. E. Fels. 

Schubert’s operation for prolapsus uteri. G. Gatter. 
Puncture of the pouch of Douglas. E. v. Konrad. 
On the use of ‘‘Pernokton.”” E. Gautzkow. 


No. 9, March 2, 1929. 
Nephritis and pregnancy. W. Nonnenbruch. 
*Albuminuria and glycosuria in the new-born. K. Jaroschka. 
Vaginal metastases of a hypernephroma. G. Gellhorn. 
The ureter during pregnancy. R. Benda. 
Ureteral anastomosis. F. Bierende. 
A hernia of the urethra. J. Lange-Friesen. 
Vesico-vaginal and utero-vesical fistulae: A new operation. A. Szendy 
and E. Szendy. 
The prevention of urethral abrasions. L. Scherbak. 
*The zetiology of nocturnal enuresis. J. Freund. 


No. 10, March 9g, 1929. 

On “Sekale.”” H. Guggisberg. 

Puerperal gangrene. H. Saenger. 

Atrophied ova with absence of Miiller’s duct. H. Hinselmann. 
*Amenorrhcea during and immediately after the war. E. Graff and J. Novak. 
*Is keratoconus an indication for induction of labour? M. Hirsch. 

Cesarean section for bleeding. cervical varicose veins. H. Naujoks. 

The use of ‘““Thymophysin” for weak pains. F. Demuth. 

Intra-abdominal heemorrhage from the ovary. I. A. Atajanz. 

The treatment of purulent tumours of the adnexa. G. Katz, 
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No. 11, March 16, 1929. 
Diabetes and pregnancy. E. Holzbach. 
The prevention of eclampsia. G. Baumgarten. 
Ovarian insufficiency. R. Hornung and L. Litten 
The therapeutic use of ‘‘Hormovar.”’? B. Kriss 
Congenital syphilis—The importance of early recognition and treatment. 

P. E. Heine. 
Fibrosarcoma of the ovary. W. Rosenstein. 
High Kielland’s forceps in face presentations. A. Mandelstamm. 
No. 12, March 23, 1929. 
Death from hypereiesis gravidarium. H. Rupp. 
Foetal death and protracted pregnancy. C. Holtermann. 
*Dienst’s method for the early diagnosis of pregnancy. W. Witte. 
*Mesenteric tumours. W. Schmidt. 
Autoplastic ovarian transplantations. F. Michel. 
Sellheim’s method of delivery. A. Paunz. 
Fibroadenomata in laparotomy wounds. F. Legerlotz. 
The surface tension and viscosity of the blood serum in gynzecological 
disorders. A. W. Hochloff. 

On ‘‘Avertin.’”? E,. Rumpf. 


No. 13, March 30, 1929. 
Medical ethics and abortion. H. Sellheim. 
The use of a solution of avertin in amylene hydrate. H. Croamen. 
Pronounced torsion of the umbilical cord,'.F. Wahl. 
The objections to the floating test for the completeness of the stein. 
R. Kobes. 
A fibromyoma of the round ligament. G. Kleff. 
Radium therapy. kK. Gries. 
A new instrument for dilating the cervix. J. Hartl. 
Abortion from the sociological viewpoint. I. Levit. 
*The results of legal artificial abortion. I. Levit. 
Intra-uterine arrhythmia. E. C. Lerk. 


Nitrous oxide anesthesia. 


Strassmann reports on his experience with nitrous oxide anzesthesia ‘n 
a series of 370 operations including :— 96 laparotomies, 75 major vaginal 
operations, 115 minor vaginal operations, six plastic and other mammary 
operations, and eight obstetrical operations (three abdominal Czesarean 
sections, one vaginal Czesarean section, three torsions and one forceps). 
He considers that nitrous oxide anzesthesia is, because of its safety, the 
method of choice for the old and weak, or for patients who have suffered 
from heemorrhage. Moreover, it is the safest anesthetic for patients with 
Graves’ disease, metabolic disturbances, heart or lung affections. For 
laparotomies it may be necessary to give in addition up to 40 c.cs. of ether or 
more. In some of the later cases of the series anzesthesia was induced by 
avertin (3-5 g.) and continued by nitrous oxide. In such cases ether is 


unnecessary. 
Radiation and the fetus 


The danger of repeated X-rays for diagnosis as well as deep X-ray 
therapy during pregnancy is emphasized by Unterberger. A number of, 
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cases of congenital mental deficiency following deep X-ray therapy to 
the mother during pregnancy have been recorded. Unterberger reports a 
case of fatal congenital general cedema with effusions into the serous sacs. 
The mother had not received deep X-ray therapy, but had had repeated 
X-ray examinations for gastric ulcer. 


Rudimentary accessory vagine. 

Malformations of the vagina are, excepting those which occur in associa- 
tion with uterine defects such as uterus didelphys etc., uncommon. Ottow 
records three cases of rudimentary accessory vaginze. These may be of 
clinical importance since they may be the seat of chronic inflammation or 
their orifices become occluded and form cystic swellings of the vaginal wall. 


Umbilical adenoma. 

While removing an umbilical ‘adenoma’ in a patient of 40 years, 
similar endometrial growths were found in the peritoneum, in the pelvis 
and in the sigmoid colon, which was so extensively affected that a resection 
of the gut was necessary. The exact method of treatment whether radical 
removal, cauterization, radiation of the ovaries, or non-interference depends 
on the size and position of the growth and the age of the patient. It is 
important when removing these umbilical growths to search the abdominal 
cavity, especially the pelvis, for other growths of the same nature. 


The diagnosis of triplets in the eighth month of pregnancy. 

Albano records a case of a multipara of 32 years, who had had three 
previous normal pregnancies. When seen she was in the eighth month of the 
fourth pregnancy, and on radiological examination, triplets were seen 
to be present. The first case of this kind in which antenatal diagnosis 
was inade by radiography was that reported by Edling in 1911. 


Constriction groove on head of the new-born. 

Annular constriction grooves resulting from cervical rigidity or spasm 
of the lower uterine segment may occur on the head or neck of the foetus. 
Ding, who could only find eight such cases in the literature, records a 
further instance. The mother was a viii-para with normal pelvic measure- 
ments, but the membranes ruptured prematurely and the labour prolonged 
by weak pains, was complicated by pyrexia and rigors. 


Climacteric Nemorrhage and circulatory disturbances. 

Severe uterine bleeding is frequently associated with cardiovascular 
disturbances. The menorrhagia so often found in hypertonic women may 
be regarded as a compensatory mechanism. Blood regeneration is active 
in such patients who therefore do not suffer from anzemia. Some slignt 
reduction of the concentration function of the kidney may be found in such 
cases. X-ray therapy is only indicated when the bleeding is sufficiently 
severe to cause anemia. 


The treatment of cedema in pregnancy with thyroid extract. 

The administration of thyroid extract to patients suffering from cedema 
during pregnancy gave good results. In mild cases 0.5 gm. was given 
daily for three weeks ; in more severe cases for five weeks. There were no 
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toxic symptoms, nor did eclampsia occur in any case, although many 
were suffering from marked cedema. The thyroid extract is stated not to 
act merely as a diuretic but by influencing the whole endocrine system. 


Cohabitation trauma. 

Fischer stated in his article in Zent. fiir Gyndk., 1928, No. 43, that he 
had found recorded only four cases of rupture of the pouch of Douglas 
through coitus. Falk describes a further instance in a well-built healthy 
patient aged 22, who ten weeks previously had given birth to a healthy 
male child. 


Labour after artificial abortion. 

Artificial abortion may appear to be followed by no ill effects in healthy 
women, but it is the opinion of Bronnikowa that it exerts an unfavourable 
effect on subsequent labours, 


Cerebral tumour during pregnancy. 

The difficulty of diagnosis in these cases is illustrated by a patient 
described by Bickenbach. There were no localizing signs and many of 
the general signs may have been attributed to eclampsia. The patient was 
a li-para of 26 years. A full time living child was delivery by anterior 
hysterotomy, but the mother died 60 hours later. A cholesteatoma the 
size of an apple was found embedded in the right hemisphere. 


Two cases of uterine rupture through scar of Cesarean section. 

Two patients are described by Siissmann in which this occurred. The 
first patient was a ii-para, who had had a cervical Ceesarean section per- 
formed three years previously because of a flat pelvis; the second was a 
v-para. The first three births had been spontaneous; the fourth was a 
cervical Caesarean section for placenta praevia three years previous to this 
accident. 


Chorion epithelioma. 

In a recent article, Ascheim has described a case of hydatidiform mole 
in which no ovarian changes were observed, but in the blood and urine of 
which a considerable amount of pituitary hormone was present. Fels 
quotes another instance shewing similar findings and he concludes that 
chorion epithelioma is closely allied to placental tissue not only anatomic- 
ally but also physiologically. 


The conservative treatment of uterine rupture. 
The author points out that even when the uterus is ruptured, it may 
still be retained with safety, and quotes an illustrative case. 


Albuminuria and glycosuria in the new-born. 

Ever since Charcelay described albuminuria in the new-born in 1841 
its frequency and significance have been the subject of much discussion. 
Jaroschka examined the urine of 40 male new-born infants from the first to 
the sixth day after birth. He found that albuminuria existed in 65 per cent 
of all the cases, and that it was present in the greatest amount between the 
third and fifth days. Among spontaneously delivered new-borns 50 per 
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cent showed albuminuria as compared with 80 per cent of infants delivered 
by operative means; also a yreater proportion of cases occurred: in large 
infants than in small infants. Cranial injury would appear to be at least 
one determining factor, but albuminuria occurs in the new-born in such 
various circumstances that no one explanation suffices. 

Glycosuria occurs occasionally in the new-born, and although Kausch 
applied the term ‘“‘traumatic transient glycosuria,’’ injury is not essential, 
as illustrated by a case described by Jaroschaka. 


The etiology of nocturnal enuresis. 
Freund describes a case of enuresis nocturna in a girl of 16 of luetic 
origin. Treatment with salvarsan and bismuth effected complete cure. 


Amenorrhea during and inimediately after the war. 

The amenorrhcea so common during and immediately after the war is 
considered by the authors to be due to the very low protein content of the 
food during those years. 


Is keratoconus an indication for induction of labour? 

Hirsch believes that in this condition, as in retinitis pigmentosa and 
other hereditary diseases, pregnancy should be interrupted and sterilization 
performed at the same time. 


Dienst’s method for the early diagnosis of pregnancy. 

As a result of his experiences with the Dienst test, Witte concludes that 
it is not a reliable one. Positive results were occasionally obtained in 
non-gravid women and negative results in eight pregnant women. 


Mesenteric tumours. 
A case of a cavernous hemangioma of the mesentery occurring in a 
young woman of 21 years is described. 


The results of legal artificial abortion. 

Levit analysed the notes of the 2,930 cases of artificial legal abortion 
which passed through the gynecological clinic in Leningrad between 1913 
and 1926. He found that perforation of the uterus only rarely followed 
curettage, which was, however, responsible for many cases of low grade 
post-operative infections, which in many cases resulted in sterility or 
extra-uterine gestations. In about 20 per cent of the cases curettage was 
followed by persistent pain referable to the genitals. 

Jean Smith. 


Miinchener Medizinische Wochenschrift 


No. 5, February-1, 1929. 
*The treatment of ruptured uterus in the clinic (Report on 11 cases seen 
during the last 20 years in the Pardeborn Frauenklinik). H. E. Scheyer. 
*Eclampsia in forensic medicine. D. Kunz. 
No. 6, February 8, 1929. 
*Papavydrin in gynecology. D. Strassmann. 
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No. 7, February 18, 1929. 
*On the use of agomensin and cystomensin. W. Paesch. 
No. 9, March, 1929. 
*The importance of certain forms of dermatitis in pregnancy. A. Buschke 
and W. Gurth. 
No. 10, March 8, 1929. 
*Remarks on hypertrophy of the endocrines in pregnancy. H. Knauss. 
*Endocrinology and therapy of excessive menstruation in puberty. 
E. Gleesner. 
No. 12, March 22, 1929. 


Frequency and prognosis of traumatic lesions of the central nervous 
system acquired at birth. O. Ullrich. 


The treatment of ruptured uterus in the clinic (Report on 11 cases seen during the 
last 20 years in the Pardeborn Frauenklinik). 

The author pleads for individual treatment and considers that total 
extirpation of the uterus is not always nécessary, although every 
case is infected. The end results depend upon the resistance of 
the individual, especially of the resistance of the pelvic connective 
tissue, and of the  reticulo-endothelial apparatus and _ peritoneum. 
The advantage of the radical operation in removing all infective tissue 
is often counterbalanced by’ the opening of new extensive wound sur- 
faces on which germs thrive. At laparotomy the surgeon should be able 
to form a fairly correct opinion regarding these factors, and then to decide 
on his future course. Total extirpation is the method of choice in any 
tupture involving the main ‘branches of the uterine arteries. Also in cases 
where hzemorrhage cannot ‘be stopped without tying these, and in cases 
where the rupture goes either straight or diagonally across the uterus, 
as suture gives bad results. In ruptures in which the uterine artery is 
spared supra-vaginal amputation does as well as total extirpation. 


Eclampsia in forensic medicine. 


According to Volhard eclampsia is the most complicated of medical 
problems. its setiology and pathology being still unexplained, the author 
asks for expert opinion regarding the medico-legal aspect of the following 
case which took place recently in Nuremberg. 

A healthy girl of 24, nullipara, in the eighth month of pregnancy, was 
kicked on the abdomen. She was rendered unconscious, and on recovery the 
symptoms increased until a typical eclamptic seizure resulted. At the 
Cresarean section which ensued, the abdominal wall and pelvic connective 
tissue were found to be normal. The child died shortly after delivery, 
and the mother in the early morning following the operation. At the 
autopsy much hemorrhage was found involving the whole abdominal wall 
and the pelvic connective tissue round the uterus, and the abdominal 
cavity was filled with a turbid yellow fluid. The left kidney was so much 
degenerated that only the thickened capsule remained. The right kidney 
was hypertrophied and compressed within its capsule. The surface of the 
liver was covered with numerous small hemorrhages and areas of necrosis. 
Inside the skull there was much blood, with hemorrhage into the ‘third 
and fourth ventricles. The brain was cedematous. 

The author asks were these hemorrhages traumatic in origin, or were 
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they hemorrhages into the brain accompanying the eclamptic fit? Those 
who believe in the nephrogenous etiology of eclampsia will doubtless 
find proof here to strengthen their opinion. The complete breakdown of 
one kidney and the congested condition of the other would seem to point 
to a primary eclamptic condition without injury. This opinion would be 
further strengthened by the cedema of the brain. Others who regard the 
eclamptie process as a vascular spasm will find the primary cause in the 
raised blood pressure from shock and trauma. The recent work of 
Essenmiiller of Lund throws some light on the process. He denies the 
sudden onset of the eclamptic fit which he regards only as a symptom 
of a condition pre-disposing to eclampsia. Of late the Swedish school 
has found proof of this in several post-mortems showing the renal 
degeneration, hemorrhage and necrosis of the liver and cerebral haemorr- 
hage in persons who have never had an eclamptic fit. According to him 
this girl would appear to have had this eclamptic tendency before the 
trauma. This might explain the renal degeneration and the condition of 
the liver which apparently occurred in the 20 hours between the trauma and 
her death. 


Papavydrin in gynxcology. 

Post-operative difficulties, especially flatus and spasm, caused by 
disturbance of the intestine are very great. Rectal tubes and electric 
heaters may relieve the condition but the pain and spasm are apt to recur. 
Strong narcotics do the same but are contra-indicated as they increase the 
stasis and paresis. Drasti¢e treatment is often necessary to get the intestine 
to function normally. For these conditions papavydrin, a mild narcotic, 
has been prepared by Veil of Frankfurt. It is a combination of papaverin 
and eumydrin, the latter being a derivative of atropine, but with the 
advantage of being 50 times less toxic. The author tried this preparation 
in a large series of cases and found it excellent in action and harmless. 
One suppository is given at night after the operation, and one or two 
on the following day if necessary. Pain was so much relieved that only in 
a very small percentage of cases had anything to be given for sleep. In 
most of the cases the bowels were opened normally on the following or 
the second day after which the pain ceased. Ampoules of the preparation 
can be used in obstinate cases. The drug was also found efficient in the 
treatment of gall stones and renal colic and in enteritis with spastic 
attacks of pain. It never caused atony of the intestine as is the case after 
morphia. The author regards it as one of the most helpful remedies in 
gynecological practice and found that in three cases operation, which had 
been. decided on, was obviated by its use. 


On the use of agomensin and cystomensin. 

Agomensin is successful in cases of amenorrhea from hypo-ovarianism. 
Cystomensin is a luteo-lipoid, chiefly used in the treatment of menorrhagic 
and. metrorrhagic conditions. The former acts apparently by increasing 
the blood supply of the genitals, thus stimulating the hormonal activity 
of the ovary. By flooding the uterine mucous membrane with arterial 
seruin it creates better conditions for menstruation. Cystomensin on the 
other hand is a hormone that governs the whole female sexual cycle 
and the development of the genitals, Uhlmann explains its inhibitory 
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action in too profuse menstruation by the theory that there is a hormone 
deficiency, and that only when this is furnished by cystomensin, menstru- 
ation which represents the acme of the whole cycle can be overcome and 
the regenerative phase entered upon. The author has used both substances 
for years. The results of agomensin were extremely good in 42 per cent 
of cases, including functional amenorrhcea, oligo-menorrhea and hypoplasia 
uteri. Also in several cases of chronic inflammation of the adnexa. In 
4o cases where cystomensin was given for excessive menstruation of 
puberty, good results were achieved in 32 per cent but the haemorrhage ot 
the climacterium did not react so well. 


The importance of certain forms of dermatitis in pregrancy. 

After a critical examination of the literature on this subject and 
observations over a series of years of cases attending the Dermatolo- 
gical Department of the Rudolph Virchow Hospital, the authors consider 
that the only outstanding indication for interruption of pregnancy is 
impetigo herpetiformis. Herpes gestationis on the other hand although 
‘interference is advised in the literature the authors found to have a 
comparatively favourable prognosis provided no complications occur. 
Pemphigus is a more difficult question to decide. Here the question is 
whether the disease arose in consequence of pregnancy, or whether it was 
present before pregnancy occurred. In the latter case and if it gets rapidly 
worse during pregnancy, interruption is the safest course. In the true 
pemphigus of pregnancy the prognosis is better and in this case recourse 
to drastic measures is only justified if the general health is much impaired. 
In most cases pregnancy can take its normal course, and as a rule the 
disease disappears with child birth. In a small percentage of cases they 
found either a pemphigus or a dermatitis herpetiformis arising as a com- 
plication of lactation but were rarely obliged to interrupt even this process. 
They also direct attention to the similarity that exists between pemphigus 
and erythema exudativum multiforme. They had several cases beginning 
with all the clinical signs of the latter condition, which ended by 
developing pemphigus, and they are inclined to regard the former as a 
form of pemphigus. In the differential diagnosis of these conditions, 


examination for sodium chloride retention is of value, as it is always 
present in pemphigus but not in erythema exudativum multiforme. These 


are questions in which close collaboration between the dermatologist and the 
gvneecologist is necessary. 


Remarks on hypertrophy of the endocrines in pregnancy. 

Knauss shows in a series of biological experiments, the details of 
which are given, the marked difference in the influence of corpus luteum 
and placenta on the uterus, and that it is the placenta only that is con- 
cerned in the hypertrophy which takes place in the pregnant endometrium. 
The corpus luteum while exercising its stimulating effect on the uterine 
mucous membrane has an inhibitory effect on the function of its muscu: 
lature. The corpus luteum is the protector of the young ovum. It fur- 
nishes it with suitable conditions for growth and development in the 
uterine cavity. The placenta on the other hand discharges a hormonal 
function as regards the hypertrophy of the uterine muscle, a condition 

To demonstrate these results 
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it was necessary to show physiologically by watching the influence of the 
corpus luteum on the uterus for months on end that no evidence could be 
obtained of any hypertrophying effect. There is only one animal whose 
peculiar course of pregnancy makes this possible, and that is the doe. 
Hunters have long known that months after impregnation of these animals 
which takes place in July, there is no trace of pregnancy to be discovered 
in the womb, though the young animals are born in the end of the follow- 
ing May or June, and it was only by the patient researches of years that 
Rexhoff was able to determine that by the end of August the ovary of the 
doe contains one or two well-formed corpora lutei, with a few unripe 
Graafian follicles. These lie dormant and there is no sign of growth until 
the January of next year, when the uterus suddenly shows signs of a 
growth so rapid that in 21 to 25 days all parts of the foetus are fully 
formed. This unique biological condition gave the author ideal oppor- 
tunities for observing the influence of the corpus luteum on the uterus, 
{or no placental tissue is present in the whole of the first half of pregnancy 
in the doe. 


Endocrinology and therapy of excessive menstruation in puberty. 

The menstruation anomalies of puberty are many, so are the causes of 
this condition. So far the advances of scientific endocrinology have done 
little to clear up these causes or to outline successful lines of treatment. 
The most successful work has been done in the field of hypo-ovarianism, 
i.e, amenorrhea, oligo-menorrhea and sterility. On the other hand in the 
treatment of a hyper-functioning ovary and in climacteric disorders, 
radical measures still hold the field. The author has analysed and treated 
a large group of menstrual anomalies, chiefly connected with excessive 
menstruation both during and between the periods. The ages were 16 to 
22 years. Also a large group of cases with marked genital hypoplasia 
characterized by faulty development of secondary sexual characteristics, 
infantile uterus, with pronounced frigidity. The relationship between 
the constitutional and the genital condition facilitates a classification of 
these cases. 

First degree: Those with signs of hypoplasia limited to the uterus. 
Second degree: Those with infantile uterus and a want of secondary 
sexual characteristics. Third degree: Infantile uterus, undevelopment 
of sexual characteristics and general underdevelopment of the whole 
constitution and psyche. The author considers that a uterus with a small 
body and a long slender collum, expresses a more marked degree of hypo- 
plasia than does a small uterus with normal proportions. In the 
biological investigation of these cases the following conditions are found 
as a basis for this clinical picture : 1. Cystic degeneration of the Graafiian 
follicles. 2. An undeveloped corpus luteum. Besides its function in 
developing the secondary sex characteristics the corpus luteum as an 
endocrine gland exercises an inhibitary action on menstruation. So here 
we have to do with the hypofunction of the endocrine part of the genital 
gland, which explains the paradoxical clinical picture of excessive men- 
struation with hypoplasia. As the Graafian follicle is the primary and 
the corpus luteum the secondary factor the treatment of such cases of 
excessive menstruation should concentrate on influencing the disordered 
function of the whole follicular apparatus. Werner first pointed this out 
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and found that cholin medication was a satisfactory method of treatment. 
He also showed that the lecithin of the tissue cells decomposed under the 
influence of radio-active treatment. With the formation of cholin, and 
that in animal experiments cholin injections had the same effect and the 
same latent period as irradiation. In fact cholin was to him ‘‘a chemical 
imitation of irradiation.”” Dorn, Hoffmann, Wirdeg and others have shown 
in animals and clinically, the good effects of cholin on the genital gland, 
and Wintz succeeded in producing amenorrlea in several cases of 
climacteric haemorrhage by it. Cholin, however, as a castration method 
has never become popular as irradiation is a quicker, simpler and surer 
instrument. 

In the treatment, however, of the hamorrhages of puberty the author 
has found cholin of great use in a large series of cases. Its most brilliant 
successes were in the treatment of puerile haemorrhages in the third degree 
of hypoplasia. It was less useful in cases of adult infantilism. In the 
former group after a latent period of about four weeks, hemorrhage and 
dysmenorrhoea abated and finally ceased, when the development of the 
secondary sexual characteristics showed itself. These anzmic girls 
bloomed like roses and showed in breasts and abdomen the normal fat 
deposit that characterizes the feminine form. Their movements and 
gestures became more animated, their spirits more lively and growth 
which had been stunted in many cases became more marked. No ill results 
were observed, and in due course a large proportion of these girls who 
had remained under observation for years, became wives and mothers. 
The author used the crystalline saltof cholin, eugytol, in a ten per cent 
solution. This was given intra-venously first daily and then every other 
day beginning with small doses of one cc. of the solution to 10 ces. of 
water, increasing to five ces. in about 20 treatments. The length of the 
treatment depends upon the degree of heemorrhage and general distur- 
bance. 

As a rule about 40—7o ces. of the ten per cent solution were used for 
each case, and the average length of treatment was four to eight weeks. 
It was not given during menstruation. The author ascribes the specific 
biological effect of eugytol on the ovary as due to an elective regu- 
lating influence on the disordered corpus luteum, which recovers its 
functional capacity when the follicle is restored to the normal condition. 
That is to say the primary action is on the follicular apparatus. Or, the 
recovery of the corpus luteum can also be explained on the results of the 
general depression of exaggerated hyperfunction and to the natural 
antagonism between the follicular apparatus and the corpus luteum. The 
author considers the use of cholin to be superior to mild irradiation 
firstly because the method is simple and practical, involving no expensive 
apparatus or difficult technique, and secondly because the dosage is more 
exact and safer, Justina Wilson. 


Annali di Ostetricia e Ginecologia. 
December 1928. 
"The ecbolic action of histamine on the gravid uterus. Dossena. 


*Réntgen therapy of uterine fibro-myomata technique and indications. 
Armanini, 
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*The reticulo-endothelial system in pregnancy tested by cantharidin. 
Rivolte. 

Criminal abortion by chemical means. Examination for apiol in the 
urine. Candela. 


January 1929. 
Cancer of the ovary. Alfieri. 
Urologic examination in gynecology (Notes on some a-typical forms of 
the urinary system of gynecological interest). Cattomeo. 
Diffusibility of liquids and gases in cedematous skin (Aldrich and 
McLure’s test in obstetrics.) Buzzi. 
"Blood-platelets in puerperal septic affections. Debiasi. 


The ecbolic action of histamine on the gravid uterus. 

Dossena reports experiments and clinical observations on the ecbolic 
action of histamine—a substance obtained either synthetically or by de- 
carboxilation of the amino-acid histidin. It is also present in secretin and 
in peptones from the duodenal mucosa. ‘In vitro’’ its action on strips of 
uterine fibre was immediate and strong, affecting chiefly smooth muscu- 
lar tissue. Clinically the contractions following its injection in cases ot 
uterine inertia were neither efficaceous nor lasting. Subsequent injections 
of ergotamine were required to procure good and permanent contractions. 

In cases of incomplete abortion, he did not succeed in emptying the 
uterus by injecting histamine alone. He concludes that it cannot take 
the place of pituitrin. 


Réntgen therapy of uterine fibro-myomata technique and indications. 

Armanini describes successful results of Réntgen therapy in 29 cases 
of uterine fibro-myomata. One element in success was evidently the 
selection of cases suitable in age (near the menopause) and in general 
and local conditions. Careful technique is also necessary. He advocates 
employment of moderate doses and ovarian irradiation in addition to 
tumour irradiation. 


The reticule-endothelial system in pregnancy tested by cantharidin. 

It is generally being recognized that from the activity of the reticulo- 
endothelial system develop nearly all the functions of the animal 
organism. Such are cellular defence, anaphylaxis, internal secretion, 
exchange of iron, pigments, and so on. 

Rivolte describes Kaufmann’s method of estimating reticulo-endothelial 
action by means of cantharadin, and his own modification of Kaufmann’s 
method. His series of investigations include :—(1) Results of the test 
in non-gravid women with gynecological lesions which do not influence 
their general state—prolapse, polypus, retro-version; (2) Primipara and 
pluripare; (3) Patients in the puerperium between the fifth and tenth 
days. Increased tonicity of the reticulo-endothelial system was shown 
during pregnancy and a return to normal during the puerperium. 

Of most interest from the practical point of view is the fact that an 
amelioration of the reticulo-endothelial system in relation to the test is 
accompanied or followed by an amelioration of general health. He cites 
as examples certain cases of eclampsia and intractable vomiting. In 
these an early diagnosis might indicate the best therapy to employ. 
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Blood-platelets in puerperal septic affections. 

Debiasi describes investigations on the behaviour of blood-platelets in 
twelve cases of severe puerperal infection, with the aim of discovering 
whether the curve corresponding to the numerical variation of the platelets 
may be used for prognosis. The characteristics common to all the cases 
were: (1) Decrease in the platelets during the first phase of infection ; 
(2) The final phase in cases with a fatal issue is a descending curve; (3) 
In favourable cases the last phase shows an ascending curve; (4) For the 
intermediate phase (of varying duration) the behaviour of the curve varies. 

In five fatal cases, the curve of the platelets showed oscillations which 
made it impossible to forsee the final direction. He therefore concludes 
that in practice the curve does not aid in prognosis. 

J. H. Filshill. 


Acta Obstetrica Scandinavica. 


Vol 7, Fase. ‘4; 

*Studies of non-protein nitrogen, uric acid and amino acids in the blood 
of pregnant and puerperal women suffering from eclampsia, albuminuria 
or eclampsism. Wettendal. 

*Torsion of the Fallopian tube with secondary haematosalpinx. W. 
Vigholt 

*Prognosis in cases of survival after intracranial hemorrhage in the new- 
born. E. Rydberg. 

Descent of the genital organs in human beings. H. Forssner. 


Studies of non-protein nitrogen, uric acid and amino acids in the blood of pregnant 
and puerperal women suffering from eclampsia, albuminuria or eclampsism. 
Wetterdal gives an account of the examination of the non-protein 
nitrogen, uric acid and aminoacidsin the blood of 11 normal pregnant and 
recently delivered women and in 144 women suffering from toxeemia of 
pregnancy including 23 cases of eclampsia. Repeated examinations at 
intervals of two or more days were undertaken up to six tests in some 
cases. Such investigations made it possible to distinguish between 
toxzemia of pregnancy and cases of nephritis in pregnancy. The uric acid 
dcterminations give raised values to the serious cases at the height of the 
disease or a few days later, non-protein nitrogen and amino acid values 
appear to have no prognostic significance. No connection is to be found 
between the values obtained for the non-protein nitrogen, uric acid or 
amino-acid or blood-pressure or quantity of urine or amount of albumin 
in the urine. 


Torsion of the Fallopian tube with secondary hematosalpinx. 

Vigholt gives a clinical description of the unilateral torsion of a Fal- 
lopian tube in an unmarried girl of 17 years and a pathological description 
of the right Fallopian tube which was removed at operation. The illness 
was ushered in by a sudden acute pain in the right iliac fossa, the pain 
remained constant without variation in intensity or radiation from the 
original site, there were no vesical symptoms. Temperature 38.2C. Pulse 
120. A diagnosis of appendicitis was made and operation undertaken upon 
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this diagnosis and a normal appendix discovered. The right Fallopian 
tube was rotated three times and enlarged to the size of an orange, the 
right ovary, uterus and left adnexa were normal. Histological exam- 
ination demonstrated haemorrhage into the wall of the Fallopian tube 
and also into its lumen, the blood vessels were dilated. There was no sign 
of any previous inflammation or pregnancy. The author refers to 38 
previously published cases in two of which haemorrhage involved the walls 
only and not the lumen. ‘Torsion therefore is possible in a normal Fallo- 
pian tube and hzematosalpinx may occur as a secondary condition. 


Prognosis in cases of survival after intracranial hemorrhage in the new-born. 

Rydberg gives the after history of 49 children which immediately after 
birth showed clinical symptoms of intra-cranial haemorrhage and survived 
the acute stage. Four died before the age of six months and no determin- 
ation of the extent of the lesion could be made. 

Of the remaining 37 only Io or 11 have remained free from any obvious 
lesion, these are at present too young to permit of any accurate estimation 
of their mental condition. In addition seven or eight had minor dis- 
turbances only, such as slight palsies in the ocular muscles leading to 
squint, etc. Nearly half the number of children have shown such abnor- 
malities as to reduce or entirely inhibit their ultimate working capacity, 
approximately one third or more are imbecile or idiots. The author as 
a result of his analysis of cases is inclined to give a somewhat gioomy 
prognosis for cases which survive an intra-cranial haemorrhage at birth. 

R. H. B. Adamson 


The Cancer Review. 


The following abstracts are abstracted from ‘“The Cancer Review: a 
Journal of Abstracts’? by kind permission of the British Empire Cancer 
Campaign. 

Vol iv, No. 1, 1929. 


Histological criteria of radiosensitiveness of uterine carcinoma. H. J. KALBERER. 
Schweiz. med. Woch. 1927, 57, p. 645. 

The author has made an extensive histological study of 30 cases of can- 
cer of the uterus with the object of testing the so-called histological criteria 
of radiosensitiveness which have been described by Schooch, Zweifel and 
Bohm, Déderlein, and other writers, namely, (1) local eosinophilia, (2) 
leucocytic infiltration of the stroma, (3) richness of tumour cells in mitosis. 
He finds that these criteria are very frequently in default and are therefore 
unreliable. The chief results obtained are set out clearly in tabular form. 

F. Cavers. 


Surgical and radiological treatment of cancer of uterus. (1) H. BriANp. I. Con- 
ceptions actuelles sur les affections du col utérin. II Le cancer du 
col utérin. Progrés. Méd., 1927, 42, pp. 1420—1426 and 1445—1449. 
(2) N. Capizzano. Radiumterapia del cancer del cuello del ttero. 
Semana méd., 1927, 2, pp. 1654—1657. (3) R. F. Coun. EI trati- 
miento quirtirgico del cancer del titero. Semana Méd., 1927, 1, pp. 
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85—88. (4) H. Martius. Principellen zur Strahlenbehandlung des 
Gebarmutterhalscarciaoms. Klin. Woch., 1927., 6, pp- 956—960. 
(5) G. B. MILLER. Surgery versus radiotherapy in the treatment of 
tumours of the uterus. Amer. Jour. Obstet. and Gynecol., 1927, 
14, pp. 530—537- (6) R. Monop. Résultats thérapeutiques obtenus 
dans soixante-quinze cas de cancers cervico-utérins par l’association 
du radium et de la chirurgie. Trav. de la Clin. Chir. et du Centre 
Anticancéreux de la Salpétriere, Paris, 1927, 2, pp. 197—205. (7) 
G. MULLER. Cancer du col et de la matrice; radiothérapie préoper- 
atoire, hystérectomie large de Wertheim. Progris Méd., 1927, 42. 
pp. 1105—1109. 


(1) A condensed but clear and up-to-date summary of the symptomatology, 
diagnosis, pathological anatomy and surgical and radiotherapeutic treat- 
ment of cancer of the uterine cervix. 

(2) A review of the results obtained by the author in more than 300 
cases of uterine cancer, fibromas and chronic cervicitis. He describes an 
instrument which he has devised for radium therapy of the cervix, using 
beta and gamma radiations. This is a sound with its distal end hollowed 
for the introduction of radon, which is used at a dosage of 40 millicuries. 
The filter consists of 5 to 10 mm. of steel. The instrument is kept in 
position for seven days. Good results are claimed. 

(3) The author deals only with his results from Wertheim’s operation, 
and lays stress upon (1) careful preoperative preparation of patient, 
including antiseptic treatment, (2) routine use of spinal anzesthesia, (3) 
the importance of working, whenever possible, with the same anzesthetist 
and assistants. 

(4) In his series of cases of cancer of the uterine cervix treated solely 
by radiotherapy the author has obtained five-year cures in 50 per cent of 
the operable and in 10 per cent of the inoperable cases. He points out 
that these figures equal those obtained by operation. He does not now 
operate except in quite early cases which are easily operable as regards 
both the local conditions and the generaj state of the patient. His work- 
ing theory is that radium practically destroys the growth, while X-rays 
continue the action and kill any cells that escape the influence of the 
radium. His usual dosage of radium is 5,000 mgrm. R element hours, in 
two sittings with an interval of ten days, due precautions being taken to 
protect the rectum and bladder. Then X-rays are given four times at in- 
tervals of eight weeks, the first application being given between the two 
radium treatments. The author uses four fields (abdominal, two sacral, 
vulvo-perineal) of 15 x 20 cm.; focal distance 30 cm.; intensity 6 milliam- 
p¢res under 200 kilovolts ; filtration of 0.5 mm. zine and 3 mm. aluminium. 

(5) From his own results and those recorded in the available litera- 
ture the author concludes that in cancer of the cervix, and a fortiori in 
that of the uterine body and in fibromas, surgical removal is preferable 
to treatment by radium or X-rays. 

(6) In summarizing the results obtained at the Salpétriére Cancer 
Centre the author sets forth the following conclusions. (1) Preoperative 
radiotherapy affords the twofold advantage of partially destroying cancers 
of the cervix and of making aseptic ulcerated and proliferating growths. 
Far from complicating surgery, therefore, it makes for better operative 
conditions. (2) That hysterectomy is practicable, and considerably simpli- 
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fied, five or six weeks after an application of radium is regarded as proved 
by the Salpétriére figures—74 hysterectomies with only three deaths; of 
these, 32 were Wertheim operations with ‘no death. (3) Hysterectomy 
should be as extended as possible, including removal of the regional glands 
and the parametrium which are such common sites of recurrence—vaginal 
recurrence is exceptional (2 cases in the Salpétriére series). (4) Operation 
following radium treatment gives a second chance of cure; out of 15 cases 
in which histological examination showed that the radium had_ been 
insufficient, eight remained cured after operation. (5) The advantages of 
combined radium therapy and extended hysterectomy are shown by the 
Salpétriére results, which give 55 per cent of cures lasting more than three 
years. 

(7) The author advocates radiotherapy (X-ray in preference to radium) 
prior to Wertheim hysterectomy. He obtained good results in seven 
cases which were so treated by him, without postoperative mortality. 
In his opinion no effort should be spared in order to perfect a technique 
which will still further modify favourably the grave prognosis attaching 
to an operation such as total hysterectomy, and he considers that his own 
cases, like the majority of those so far published, of combined radiothera- 
peutic and surgical treatment of uterine cancer are of too recent date to 
allow of judgment regarding the ultimate fate of the patients so treated. 


F. Cavers. 


Radium treatment of epitheliomas of the clitoris and urethral meatus. A. GUNSETT, 
SICHEL and BERG. Bull. Soc. franc. de Dermatol. et de Syph., 1928, 
35» PP: 72—74- 
In both of the cases described the growth was proved by biopsy to be 
carcinomatous and was cured by radium treatment. 


F. Cavers. 


Vol. iv, No. 2, 1929. 


2, 
Teratoma of testicle with metastases resembling chorioncarcinoma. \WV. SAPHIR. 
Frankf. Zeits. f. Pathol., 1928, 36, pp. 47—55; 5 figs. 

The patient a man of 24, first noticed a painless enlargement with 
hardening of his left testicle in August, 1925. Two months later he became 
ill with lung trouble. On examination in January, 1926, the left testicle 
was found to be stony hard and of the size of a goose’s egg; enlarged 
glands in the inguinaland submaxillary region were present ; he complained 
of stabbing pain between the shoulders, and cough with brownish sputum. 
Other glands became enlarged before he died on February 21, 1926. 

The testical was found to be replaced by a tumour the central part of 
which was necrotic; the periphery consisted of tubular and trabecular 
columnar-celled epithelium, syncytial masses, squamous epithelium, 
muscle, and round cells resembling lymphocytes. Secondaries were found 
in lymphatic glands, lungs and liver; these had the histological features of 
secondary chorioncarcinoma, being hemorrhagic necrotic growths with cell 
Masses consiting of a syncytial periphery and central groups of large 
polygonal cells. Bibliography (14 references). W. G. Barnard. 
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Eight malignant tumours of the testicle (sarcoma, hemangioma, carcinoma, chorion- 
epithelioma), M. Muto. Mitt. iiber allgem. Pathol., Sendai, 1927, 4, 
pp. 102—143. 


Detailed descriptions of eight’ testicular tumours. (1) polymorphic- 
celled sarcoma, showing infiltration of the capsule and the epididymis— 
a feature not found in the remaining seven tumours described. (2) A 
hemangioma in an infant of two years, which was localized at the hilum 
and was probably of congenital origin. (3) Four large-celled malignant 
tumours of carcinomatous type. One of these showed angiomatous features 
and also a sarcoma-like appearance in the stroma, while in metastases 
in the lymph-glands there were cysts lined by keratinized Malpighian 
epithelium. In all four cases there was a history of trauma. The author 
considers these tumours to be true epitheliomas, but derived from a primary 
teratoma. ‘They are marked by great malignancy and a tendency to early 
metastases, especially to the retroperitoneal glands. (4) An embryomatous 
tumour, largely epithelial, in an infant. (5) A typical embryoma, showing 
the features of chorionepithelioma. F. Cavers. 


Sympathoma of uterus. [4sMELAND and DURANTE. Bull. Soc. Obst. et 
Gynécol., 1927, 16, pp. 372—373- 


A woman of 25 who had a molar pregnancy was seen a year later be- 
cause of persistent metrorrhagia. Chorionepithelioma was suspected and 
hysterectomy performed. The wall of the uterus was found to contain a 
soft reddish tumour mass with ill-defined margins. Histologically this 
presented the features, including the staining reaction with silver nitrate, 
of a sympathetic nervous tumour, and the authors raise the question 
whether it should be regarded as (1) an ectopic paraganglioma or as (2) a 
neoplasm arising from nervous elements normally present in the uterus, 
either sympathetic ganglia or more complex nervous organs analogous 
with the glioma described by Masson. F. Cavers. 


A consideration of body resistance to neoplasia; with report of a case of carcinoma of 


the cervix of long duration and with distant metastases. J. L. GOrorTH 
and P. O. SNOKE. Amer. Jour. of Med. Sci., 1928, 175, pp. 504—510; 
6 figs. 


A patient lived for more than eight years after an epidermoid carcinoma 
of the cervix had been diagnosed and locally eradicated by the combined 
radium and surgical method, and at autopsy metastases were found in the 
lungs, liver and kidney. This short story forms the text for a number of 
general observations on body resistance to cancer, some of which might be 
described more correctly as speculations. For instance, ‘Fibroblastic 
tissue proliferation and lymphocytic infiltration about the invading tumour 
tend to limit and prevent the progres of the neoplasm.’’ And ‘‘The 
eosinophil is a good omen in carcinoma of the cervix, and in addition to 
being an important defence factor is a valuable index to prognosis.’’ 

C. E. Dukes. 
Relation between post-operative inflammation and recurrence in carcinoma of uterus. 
V. P. MicuaiLorr. Wratchebnaya Gazeta, 1927, pp. 1804—1807. 


The author observed that patients who, after the radical extirpation of 
the uterus on account of carcinoma of the cervix, developed acute and 
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purulent parametritis remained for a very long time free from any recur 
rence of the malignant disease. On the other hand, amongst patients who 
did not develop parametritis, recurrence quickly took place. Amongst 47 
patients, he found that those with parametritis after the operation were 
iree from recurrences for an average of about 3714 months, but with those 
who did not develop parametritis the average was only about 714 months. 
The author came to the conclusion that acute purulent inflammation causes 
liquifaction not only of parametrium but also of the cancerous cells. 


B. A. Perott. 


Parthenogenesis in the mammalian ovary and the problem of the origin of embryomas. 
LELIEVRE, PEYRON and Corsy. Bull. de l’Assoc. frang. pour l’Etude 
du Cancer, 1927, 16, pp. 711—743; 13 figs. 


Signs of parthenogenetic division of the ovule may sometimes be found 
in the ovaries of guinea-pigs, especially in young animals. These partheno- 
venetic eggs may, like fertilized ova, migrate into the uterus. In the 
human ovary after puberty multiple dermoid embryomas have been found 
in the cortical region and, like the atypical collections of cells described 
by the authors in the ovaries of guinea-pigs, these human embryomas 
appear to rise by parthenogenetic division of ovules. They may indicate 
an individual predisposition to malformations. More or less prolonged 
differences in the evolution of the parthenogenetic processes, which may 
sometimes be arrested in the first cleavages, or may progress as far as the 
blastoderm stage with the appearance of rudimentary organs and placenta, 
or end in the slow and regular development of a solid or dermoid em- 
bryoma of the ovary, may perhaps be partially dependent on variations in 
chromosomes. C. E. Dukes. 
Technique and results of Wertheim’s operation for cancer of the uterine cervix. 

F. A. SoLovigrr. Medico-Scientific Journal of the Clinics of North- 
Caucasian University, Rostov on Don, 1928, 4, pp. I1—6. 

The author operates on cancer of the cervix by the Kelly-Wertheim 
method, and attaches great importance to pre-operative preparation of the 
‘flected tissues, as follows :— 

(1) Just prior to the operation he removes by means of a sharp spoon 
and scissors all cancerous masses, with subsequent burning of the remain- 
der with a Paquelin cautery. 

(2) He then introduces into the vagina a 10 per cent solution of silver 
nitrate, followed immediately by tamponade of the vagina with xeroform 
gauze. 

(3) If there is great destruction of the tissues with a very foul discharge, 
lie applies a painting of 10 per cent of tincture of iodine several times 
before the operation to all the destroyed masses, and douches the vagina 
every day. ) 

The author had 138 cases of cancer of the cervix, and 53 patients were 
operated on. 

The operative death-rate was about 14 per cent, 7 patients having died 
owing to the following causes. During the first 24 hours, three patients 
died. from heart failure; on the third day, two others from failure of the 
heart; and two on the sixth and seventh days from peritonitis. Post- 
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operative complications were as follows. In two cases there was gangrene 
of the ureter (in one case on one side, and in the other on both sides). 
In four cases, suppuration of the abdominal wall followed, three cases of 
which had separation of sutures and protruding of gut through the wound. 
In one case there was a chronic cystitis. 

The death-rate from peritonitis was less than 4 per cent, a result which 
is attributed to draining on the one hand, and on the other to the prelimin- 
ary preparations for the operation as described at the beginning of this 
abstract. 

It is hoped that further improvements in technique will reduce the 
incidence of post-operative complications. 

B. A. Perott. 


Comparison of the end-results of the Wertheim and Schauta operations in -xterine 
cancer. GG. G. TER-GABRIELIAN. Zeits. f. Krebsforsch., 1928, 26, pp. 
450—4060. 

Although the immediate results (mortality during the first few days 
after operation) are better for the Schauta operation than for the Wertheim 
operation, the permanent results are about the same. On the basis of his 
material the author has come to the conclusion that early cases of carci- 
noma of the vaginal portion and of the body should be operated by 
Schauta’s method, while Wertheim’s operation is preferable in cases of 
carcinoma of the cervix or more advanced cases of cancer of the vaginal 
portion and of the body of the uterus. 

W. Cramer. 


Cancer of the cervix developing after subtotal hysterectomy. S. LABORDE and A. 
Rogurs. Bull. de l’Assoc. frang. pour l’Etude du Cancer, 1927, 16, 
pp. 528-—834. 

Amongst 379 cases of cancer of the uterus at the Centre Anticancereux 
de la Banlieue Parisienne, the authors have met with 11 cases in which the 
malignant growth affected the cervical stump left after subtotal hyster- 
ectomy. They quote French authorities who state that such an occurrence 
is extremely rare, but their experience persuades them that this is a com- 
moner site for primary cancer and for recurrence than is generally ad- 
mitted. They even go so far as to suggest that the possibility of cancer 
developing in the remaining portion of the cervix after subtotal hyster- 
ectomy should be a consideration in weighing up the pros and cons for 
total as compared with subtotal hysterectomy. 

[It should not be assumed from these figures that in 4 to 5 per cent 
of all cases of malignant disease of the uterus the stump remaining after 
subtotal hysterectomy is the site of origin of the disease. The experience 
may be true for this special clinic with its high percentage of severe cases, 
but in another series of cases, such as are met with in general surgical 
practice, the proportions are likely to be different. ] 

C. E. Dukes. 
Primary carcinoma of the vagina. E. GOLDBERGER. Zeits. f. Geburtsh. u. 
Gyndkol., 1927, 92, pp. 338—346. 


The author deals with 37 cases of primary carcinoma of the vagina 
observed at the Prague clinic during the past eight years. These repre- 
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sented 2.7 per cent of the total cases of carcinoma of the female organs. 
In discussing the etiology, the author points out that the number of preg- 
nancies seems to play little or no part; 11 of the patients had borne no 
children, 11 had borne only one or two. In four cases there appeared to 
be a causal relation to mechanical injury or irration: (1) pain in the 
vagina first noticed two months after childbirth ; (2) history of a purulent 
discharge for 15 years; (3) a ring pessary had been worn for 10 years; (4) 
cancer arising on the scar of an operation performed for myoma of the 
cervix 14 years previously. The results of treatment, both operative and 
radiological, were relatively unfavourable; the author, however, promises 
to deal with treatment in a later paper. 


F. Cavers. 


Primary carcinoma of clitoris. C. GALA. Cas. Lék. Cesk., 1926, 65, pp. 1000-1003. 


Description of a case of primary spinocellular carcinoma arising from 
the clitoris and from the neighbouring part of the right labium majus in a 
woman of 55. The tumour was of walnut size and sharply limited, with 
metastasis in the right inguinal region. ‘Treatment consisted in simple 
excision of the tumour with subsequent X-ray therapy (go per cent H.E.D. 
to four different parts of the pelvis). In three months metastatic infil- 
tiation was found in the lymph glands of the left inguinal region. 


Hoscalek ; J. Riha. 


Kraurosis vulve and epithelioma of the clitoris. (197) M. TRENSZ. Epithélioma 
de la région clitoridienne. Bull Soc. franc. de Dermatol. et de Syph., 
1928, 35, p. 69. (198) G. Levy and M. GiassEr. Leucoplasie 
végétante, ‘kraurosis vulva’ et epithélioma de la région clitoridienne. 
Ibid., 1928, pp. 70—71. 

Case of skin cancer in the region of the clitoris, occurring in a woman 
of 7o and attributed by the author to irritation of the skin by long-con- 
tinued scratching. 

A similar case, in which the epithelioma was associated with extensive 
leukoplakia (kraurosis vulva) not involving the urethra. The growth 
was extirpated surgically. 

F. Cavers. 
Pathogenesis of endometriomas. C. OBERLING and P. Hickent. Bull de 
VAssoc. frang pour Etude du Cancer, 1927, 16, pp. 690—707; 4 figs. 

The authors report two new cases of endometrial tumours, one situated 
in the small intestine and the other in the umbilical region. They review 
in turn some of the different theories advanced to explain the pathogenesis 
of these growths and decide finally in favour of what might be called a 
modification of Sampson’s original theory of the passage of uterine mucous 
membrane up the Fallopian tube at the time of menstruation and its lodge- 
ment and growth in the abdominal cavity. The problem as they conceive 
it is as follows. The first condition necessary for the production of an 
endometrioma is the presence of endometrial tissue. This tissue is found 
normally in the uterus and may be displaced, as Sampson suggests, into 
the abdominal cavity. Possibly this is a common occurrence, but a second 
factor is necessary for the development of an endometrioma, a factor which 
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will cause the proliferation of endometrial tissue and enable it to maintain 
its characteristic form and function in its new surroundings. This second 
factor they find in a disturbance in the secretion of the ovary. 

[The invocation of an indefinite form of disturbed internal secretion 
of the ovary is a speculation that does not add much to the understanding 
of these growths. ] 


C. E. Dukes. 


Importance of endometrioid tumours in gynecology and surgery. Rute. Gynécol. 
et Obst., 1928, 17, pp. 116—128. 


In this paper, which follows and supplements that dealt with in the 
preceding Abstract, the author points out heterotopic (extra-uterine) endo- 
metrial growths are of such frequent occurrence and are so widely dis- 
tributed that they have assumed considerable importance f or the 
gynecologist and the surgeon. [Two years ago Polster collected from the 
available literature about 1,300 cases, but this is probably a low estimate. ] 

Among the sites in which these heterotopias have been found are the 
following : uterine musculature; Fallopian tubes; the peritoneum cover- 
ing the tubes and the broad and round ligaments; ovaries; the recto- 
vaginal and vesicovaginal septa; appendix; caecum; sigmcid; umbilicus ; 
groin and hernias; omentum and other parts of the peritoneum and 
mesentery ; vagina; rectum; laparotomy scars. 

Some of the many and varied theories of the origin of heterotopic 
endometriosis are mentioned: endothelial and epithelial metaplasias ; 
displacements of embryonic tissues; penetration of endometrial tissue 
through the uterine musculature to the peritoneum and spread thence by 
the lymph stream; hormonal influence of the ovaries; retrograde passage 
of endometrial fragments from the uterus through the tubes into the 
peritoneal cavity during menstruation. [All of these theories have been 
set forth in the numerous Abstracts dealing with endometriosis and endo- 
metriomas that have appeared in this Review.]. 

The conditions from which endcmetriomas have to be distinguished 
vary according to site, but among them perhaps the most important are 
hernia, appendicitis and extra-uterine pregnancy. Three cases are described 
in which the rectum was involved and in each of which there was a high 
degree of stenosis of the bowel, accompanied by difficult and painful de- 
feecation and periodic bleeding. As the author upholds the view that the 
true cause of endometrioid heterotopia consists in ovarian dysfunction, he 
treated the worst of the cases by performing double ovariectomy. 

F. Cavers. 


Post-operative endometrioma of anterior abdominal wall. M. EHRENPREIS and R. 
TRTULLE. Bull, de l’Assoc. frang. pour l’Etude de Cancer, 1928, 17, 
Pp. 19—24; 3 figs. 


A description of an endometrial tumour which developed in an anterior 
abdominal scar, secondary to an operation for fixation of the uterus by 
gneans of the round ligaments. The growth had the typical histology of 
an endometrial tumour. The patient had complained of severe pain above 
the pubis at each menstrual period, due presumably to periodic congestion 
of the endometrial tissue. 


C. E. Dukes. 
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Endometrioma in laparotomy scar after Cesarean section. H. BrIAND. Progrés 
Méd., 1927, 42, pp. 1551—1552. 


The author discusses some of the theories of the origin of endometrioma, 
but the chief point of interest in his paper is that in the cases he describes 
the endometrioma in the operative scar can hardly be accounted for in any 
other was than as a direct operative graft from the endometrium during 
the opening of the uterus by Czesarean section. 

F. Cavers. 


Endometrioma of the umbilical region. M. LELIEVRE and M. MONTPELLIER. Bull. 
de l’Assoc. frang. pour lV’Etude du Cancer, 1927, 16, pp. 867—871. 


A description of the histology of an endometrioma of the umbilical 
region in a woman of 32 illustrated with four pictures. [No details of 
clinical history are provided, and the authors do not venture an opinion 
on the etiology of these tumours. ] C. E. Dukes. 


Extensive endometriosis of pelvic peritoneum. R. DE JOSSELIN DE JONG. Nederl. 
Tijds. v. Geneesk., 1927, 1, pp. 1971—1975. 


An interesting and important case in which post-mortem examination of 
a woman dying from puerperal sepsis revealed endometriosis extending to 
the peritoneum of the whole pelvic cavity. The author rejects Schiller’s 
view that ectopic endometrium arises from the endothelium of lymphatics, 
and prefers the explanation that it is derived from the epithelium of the 
peritoneum. F. Cavers. 


Endometrioid tumours of the bladder. J. Morten. Arch. f. klin. Chir., 
1927, 145, PP- 394—434- 

Description of two cases of endometrioma of the bladder, characterized 
by pain in the bladder at the menses, vesical bleeding and a typical cysto- 
scopic appearance resembling that of heteropic endometrioid growths in 
other regions. The author discusses the various theories regarding the 
origin of these tumours and concludes that (1) in the bladder as elsewhere, 
endometriosis may arise in a variety of different ways and that (2) some 
bladder tumours hitherto described as myomas, fibromas and endotheli- 
omas tay really have been endometriomas, which may not be so 
uncommon as would appear from the literature. The paper includes an 
extensive bibliography (164 references). 


F. Cavers. 


Endometriosis of the rectr1i. P. R. Micuak.. Nederl. Tijds. v. Geneesk., 
1927, 2, pp. 1846—1848. 


A woman [age not stated] complained of alternating constipation and 
diarrhcea, with slime and blood in the stool, but not of pain. The rectal 
bleeding occurred almost entirely at the menses. Rectoscopic examination 
revealed a tumour, which was not ulcerated. On vaginal examination the 
mass was found to be fixed to the uterus and to the rectum. Carcinoma of 
the rectum was diagnosed, and the true nature of the tumour was not 
recognized until after operation. F. Cavers. 
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Multiple endometriomas. H. BautzErR. Arch. f. klin. Chir., 1927, 147, pp- 
555-975: 

Description of a case of multiple hetrotopic endometrioid tumours seen 
in a woman of 41, who after having two normal pregnancies had noticed, 
three years before coming to hospital, a gradually enlarging lump at the 
navel. This was painful at the menses and discharged blood from a small 
fistulous opening. The uterus was myomatous and was removed. At 
operation there were noted two greyish masses, one at the tip of the 
appendix and the other on the ileum near the caecum, and these were 
removed. ‘The two tumours, like that at the umbilicus, were found to be 
cndometriomas, as were also two nodules seen on the posterior wall of the 
uterus; the ovaries and tubes showed nothing abnormal. The author 
considers that the simultaneous occurrence of umbilical and intra-abdom- 
inal endometriomas, of which he could find no previously recorded case in 
the available literature, supports the view that these tumours are derived 
from the celomic epithelium. The paper is illustrated by 19 extremely 
good inicrophotographs. F. Cavers. 










































REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


A Meeting of the Section was held on February 15th, 1929. 
Dr. J. S. FArrBArrRN in the Chair. 


Professor J. HEYMAN (Stockholm) read a paper on the 


UsEs OF RADIUM IN THE TREATMENT OF MALIGNANT DISEASE OF THE 
UTERUS AND OVARIES. 


The author stated that it has been known for a long time that 
certain carcinomas can be cured by radiological treatment, the term 
‘cure’? meaning the absence of recurrences for five years or longer, 
and cancer of the uterus belongs to this category of carcinomas 
curable by radiotherapy. Radiological treatment, when carefully adjusted, 
excites a healing process characterised by destruction of the tumour cells 
and regeneration of the tissue which was the seat of the destructive process. 
So we find in a cured cervical cancer the portio, cervix and vagina restored 
to their normal outlines. In most cases, however, a moderate atrophy of 
the uterus and vagina remains. Only those who for some considerable 
time have been engaged in radiotherapeutic work are fully able to realise 
the exceedingly great care and precision with which radiotherapy has to be 
handled, and the severe damage which may be inflicted on patients by 
unskilled operators. 

The Radiumhemmet, founded by Forssner in 1910, is a special clinic for 
radiotherapy, particularly intended for the treatment of malignant growths ; 
and from the very beginning treatment was only applied in the case of 
inoperable malignant tumours. When undoubted results had been gained 
in these cases, the treatment of border-line and, lastly, operable cases, was 
undertaken. 

Thus, during 1910-1918, the inoperable cases in the series made up 80 to 
go per cent of the total number. But, none the less, in these inoperable 
cases, five-year results fully comparable with the best results obtained by 
surgical operation were realised. 

Forssner and Essen-Mdller led the way in submitting operable cases 
of cancer of the cervix to radiological treatment. During the period 1914- 
1923 inclusive, 737 cases of carcinoma of the cervix were treated at the 
Gyneecological Department of Radiumhemmet. The follow-up department 
was efficient, and was greatly aided by official Government recognition. 

Of the 737 cases primarily radiologically treated, 170 were ahve and free 
from recurrences five years after the treatment, i.e., 23.1 per cent five-year 
cures. During the period 1914-1923, 188 operable cases were treated; of 
these, 82 were alive free from recurrences after five years, 1.e., 43.7 per 
cent cures among operable cases. Inoperable and border-line cases during 
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the same period numbered 549; of these 85 were cured and alive, free from 
recurrences after five years, i.e., 16 per cent of cures. Detailed account of 
the treatment is to be found in Acta Radiologica, Vol. x, Fasc. 1. 

The governing principle in the local radium treatment is the small 
number of relatively heavy doses given within a relatively short period 
of time, and at intervals adjusted with reference to reaction and course of 
healing. Thus within a month there are three applications which occupy 
from nineteen to twenty-three hours, and in every case a filter equivalent 
to at least 3mm. of lead is used. Finally, percutaneous treatment with 
radium at a distance showed remarkable primary results. For such treat- 
ment at least two grams of radium are required. 

Forty-six cases of cancer of the body of the uterus have been treated 
with radium from 1913 to 1921. 45.7 per cent of these were inoperable. 
Of these, 20 were alive and free from symptoms at the end of five years, 
1.€.,.43.5 per cent. 

In the treatment of cancer of the body, the same principles were followed 
as in cancer of the cervix, the vaginal dose being decreased. Operation is 
advised if at the end of about two months after treatment, symptoms of 
recurrences appear. Radiological treatment alone would not yield any 
lasting results in carcinoma of the ovaries, and it was necessary to adopt 
a combined surgical and radiological treatment. Radium treatment in these 
cases is combined with Réntgen ray treatment, and should the tumour 
become small and movable, surgical aid is called in. It was of the utmost 
importance that the treatment of gynzecological cases should be left in the 
hands of the gynaecologist trained in radiology, and it was stressed that 
the good results that had been obtained, although largely dependent upon 
the technique employed, were, perhaps, above all due to the fact that the 
treatment had been attached to a radio-therapeutic clinic. 

This paper was discussed by the President and Dr. Malcolm Donaldson, 
Dr. Levitt, Mr. Comyns Berkeley, Mr. Victor Bonney, Dr. Herbert Spéncer, 
Mr. H. 8S. Forsdike, Mr. Stanley Dodd and Mr. Green-Armytage. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY 


A Meeting of the Society was held in Liverpool on December 14th, 1928, 
the President Mr. Lerra Murray in the Chair. 


Dr. J. E. GemMeE.t (Liverpool) described a case of 


EARLY CARCINOMA OF THE CERVIX, TWENTY-TWO YEARS AFTER 
SUB-TOTAL HYSTERECTOMY. 


On September 24th, 1906, the patient then being 43 years of age, the 
operation of sub-total hysterectomy was done for chronic inflammatory 
appendage disease accompanied by small multiple fibro-myomata uteri. 
Convalescence was normal and the subsequent history good. 

The ‘‘periods”? commenced again in July, 1928, and the show had been 
continuous. Per vaginam, the cervix was felt to be enlarged, freely movable, 
but bleeding on touch, On September r5th, 1928, the patient now being 
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65 years of age, vaginal enucleation of the cervix was done, and the speci- 
men was seen to be a typical squamous carcinoma of the cervical canal. 

In a total of 678 sub-total hysterectomies for fibroids or chronic inflam- 
matory appendages operated on by Dr. Gemmell this was the first case of 
carcinoma of the stump‘he had met with. This did not necessarily mean 
that no other instances had occurred in these 678 cases, but none had been 
reported to him, if such had occurred. 

The PRESIDENT said that he had seen only one case of malignant disease 
of the cervix following sub-total hysterectomy. He thought that the chronic 
inflammation was the important factor to be considered rather than the 
presence of fibromyomata. 

Miss Ivens, Mr. Farquhar Murray, Dr. Donald and Dr. Lacey commented 
on the case. 


Mr. LEYLAND Ropinson and Dr. H. M. Duva.i (Liverpool) reported 
a case of 


TORSION OF A PREGNANT UTERUS 


which had occurred in a primigravida of thirty-eight years of age during 
the eighth month of pregnancy. The clinical symptoms were atypical but 
the case was regarded as one of concealed ante-partum hzemorrhage, the 
chief clinical feature being the profound collapse which contra-indicated 
operation. The patient died thirty hours after admission to hospital 
and at the post-mortem examination it was found that the right 
gravid horn of a bicornuate uterus had undergone about 270 degrees of axial 
rotation. ‘The ieft horn was small and not canalised, the Fallopian tube 
being represented by the fimbriated extremity only and the ovary encased in 
a peritoneal fossa, somewhat resembling a teratological ovarian hydrocele. 
The left kidney was absent, although the corresponding supra-renal capsule 
was found in situ. The surgical anatomy of the specimen was demonstrated 
and the mechanism of rotation illustrated by means of diagrams and lantern 
slides. There was no separation of the placenta and membranes and the 
condition of the uterine muscle from the affected horn showed intense 
congestion but no interstitial haemorrhage. The liver and kidney showed 
slight fibrosis, but no evidence of toxeemic change. Investigation of the 
literature showed that this was a rare condition in the human subject 
and that the present case. was perhaps the first one to be recorded in 
England; it was, however, a common condition in veterinary obstetrics 
and particularly affected the cow which had a bicornuate uterus. 

From an analysis of the published cases, chiefly to be found in the 
German literature, it was clear that torsion of the uterus was set up by 
three factors. 

1. Asymmetry, such as may be produced by the presence of tumours or 
associated with a bicornuate or uni-cornuate maldevelopment of the uterus. 

2. An unduly long cervix, often to be found with fibroids and occa- 
sionally in pregnancy, constituted a pedicle very prone to torsion and thus 
acted as a strong predisposing factor. 

3. Irregular muscular action due to falls and sudden movements operated 
as the common exciting cause. 

Mr. W. GouGu discussed the question of the diagnosis of the ease. He 
always impressed on students that a definitely one-sided pain meant a one- 
sided lesion, 
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Miss K, EDGECOMBE (Liverpool) showed a 


Parasitic Faztus. 

The specimen of an included twin was removed from a host, a female 
child apparently normal up to the age of six months, from which time 
a swelling was noticed in the left loin, which grew rather rapidly up to 
eight months, There were no definite symptoms and no cachexia. Diagnosis 
was made of congenital sarcoma of the kidney and an operation was per- 
formed. The tumour was removed, but the child died of shock a few 
hours later. 

The incision showed a cystic tumour lying behind the peritoneum 
between the spleen and left kidney and below the pancreas. A remarkable 
amount of mucoid fluid was removed by puncture. On incision the cyst 
was found to contain a partly developed foetus. 

The foetus essentially consisted of two well formed lower extremities, 
pelvis and buttocks, three rudimentary upper extremities and a face, the 
cranium being deficient. The whole foetus was covered by skin and vernix 
caseosa. Lower extremities were complete showing feet, legs, thighs and 
buttocks. The left foot showed five toes with five nails, the second and 
third toes being fused and the right foot showed four toes with no nails. 
The legs were flexed at the knee joint and crossed, with the right leg on 
top of the left. The buttocks and nates were well formed, a dimple 
presumably representing the anus. 

The vulva was well formed, the right labia, majus and minus, were well 
seen and were more prominent than those on the left side. A vestibule 
was present. The labia minora enclosed a cavity 7 mm. in length, 4 mm. 
wide, and 5 mm. deep containing apertures presumably of the urethra and 
vagina. 

Above the pelvis there was a rudimentary abdomen. This was repre- 
sented anteriorly by a deep groove about 4 mm. in width, formed by the 
flexion of the head upon the pelvis and lower extremities. Posteriorly the 
back was well formed extending upwards from the lower fold of the buttocks 
for g cm. Immediately above the back posteriorly and the groove-like 
abdomen anteriorly the head was situated. There was no thorax, but three 
upper extremities arose about the junction of the head and back. The 
right upper extremity arose from a groove between the head and the right 
side, 6 cm. above the right buttock. It consisted of a small wrist and 
a hand on which there were four well developed fingers, with nails. There 
was no upper arm. There were two extremities on the left side. The lower 
one of these corresponded in position to the right hand, and consisted of 
a lower arm and hand with two fingers, but no nails. About one cm. above 
this the second right hand was situated, arising apparently from a groove 
in the head, and consisting of a hand with four well formed fingers and 
nails, but no arm or forearm. 

The head comprised about half the foetal mass. It was acutely flexed 
on the abdomen and rotated to the left side. 

The face was represented by a rounded fleshy protuberance on the left 
side measuring five cm, in diameter and separated from the rest of the head 
by a groove. A well formed mouth one cm. wide was apparent in the centre 
of the face showing two lips outside and definite upper and lower gums 
inside. There were no teeth. The other features were rudimentary, the 
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nares being represented by two depressions, and the eyes by two similar 
depressions, above which, however, there were superciliary ridges with 
hair. 


The vault of the skull came behind the face and consisted of a hairy 
scalp with no bony cranium. The scalp was defective in its upper portion 
and was replaced by a white glistening membrane attached to the wall of 
the sac. ; 

The inside of the skull was completely lined with vascular membrane 
showing a well marked tentorium cerebelli, but owing to the deficiency of 
scalp, no falx cerebri. The skull had probably been filled with fluid and 
there was no evidence of brain substance. Immediately behind the hairy 
scalp was a large fleshy ridge showing no definite structure and probably 
corresponding to the posterior portion of the neck. 

The whole foetus lay in a cyst which was completely lined by two layers 
of membrane corresponding to chorion and amnion, and was attached to 
the surrounding structures of the host, being bounded by diaphragm, 
spleen, pancreas and kidney. 

The foetus had two attachments. One from the membranes forming the 
deficient scalp, which fused with the membranous lining of the sac, and 
the other by means of a small cord from the abdominal groove to a rounded 
protuberance in the posterior wall of the sac. This protuberance was 
hollow and contained a viscid mucoid material. It probably represented the 
remains of a yolk sac. 

The remainder of the wall of the sac was vascular with ridges on its 
posterior surface. 

Lying immediately below and externally to the main cyst was a second 
smaller cyst about four cm. in diameter, This contained viscid mucoid 
material resembling that from the yolk sac, but was apparently not con- 
nected with the main cyst. 

Sections had been made through various parts of the cyst and wall. 
The structure referred to as a cord showed a hollow vessel resembling an 
artery from its thick muscular wall, and containing red cells in its lumen, 
but at a small part of its circumference it was lined by columnar epithelium 
resembling vitelline duct; exactly similar epithelium was found lining the 
volk sac. 

The membranes were composed mainly of fibrous tissue, but here and 
there a lining membrane of flattened epithelial cells resembling epithelium 
from the foetal membranes could be traced. 

This specimen had been X-rayed and showed no definite bone formation. 
It belonged to the type of parasitic foetus described by Ballantyne as Gastro- 
parasitus. He suggested that it was formed by the inclusion of the second 
twin in the first during the closure of the great anterior fissure. It was 
a very rare occurrence, only about 35 to 4o of this type being recorded. 

In the cases traced the parasite had been of the same sex as the autosite, 
which pointed to a uniovular origin. 

The parasite in these cases usually proved fatal to the autosite, either 
from operation or from pressure, but cases had been recorded with an 
external parasite where the host had lived for many years. 


Dr. M. DatNow (Liverpool) described a specimen showing 


SARCOMATOUS CHANGE IN A FIBROMYOMA, 
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The patient, aged 51 years, married for 26 years; a xii-para. The last 
child born in 1921. Admitted to the Infirmary on 2nd September, 1928. 
There had been amenorrhcea for about nine months with a gradually 
enlarging abdominal tumour which grew at about the rate of a normal 
pregnancy. 

Examination revealed that the patient was rather pale. The abdomen 
was distended and gave the signs of free fluid. Arising out of the pelvis there 
was a hard, irregular tumour reaching about half-way between the umbilicus 
and xiphisternum. This seemed to be movable from side to side. On 
vaginal examination the tumour was felt to be attached to the cervix, which 
was drawn very high up under the symphysis. A diagnosis was made of 
a malignant pelvic tumour and an exploratory laparotomy was suggested, 
but the patient refused to have anything done and died two days later. 

At post-mortem examination the abdominal cavity was found to contain 
several pints of blood-stained fluid and the specimen was removed. The 
bleeding appeared to have come from the necrotic-looking part to which 
the omentum was adherent. ‘The uterine cavity was elongated, but the 
endometrium was unbroken and there was no sign of malignancy. (Only 
a limited post-mortem was allowed, so that metastases in the chest could 
not be excluded; however, there were no gross physical signs pointing to 
this.) Sections taken from the friable portions of the tumours were com- 
posed of cells of different size and shape. Many were round, some elongated 
and spindle-shaped and a large nuinber were multi-nucleate giant cells. 
The nuclei were very active and stained well, and the whole was an 
undoubted picture of malignancy. At a distance from the breaking-down 
area the sections did not contain any evidence of malignancy and merely 
showed advanced degeneration. The bluish-looking fibroid showed an 
increased number of blood vessels as well. 

Various authorities differed as to the incidence of malignant change in 
fibroid. Andrew Kynoch (Archiv. fiir Gynakol.) says that if all fibroids 
were examined systematically four per cent would be found to be sarco- 
matous. Kelly and Cullen found seventeen cases of undoubted sarcomatous 
change in 1400, a little over one per cent. E. MacDonald (Journ. Amer 
Med. Assoc.) found seven cases in 700. Most authorities seemed to think 
that the frequency was between one and two per cent. 

On studying the tumour cells with an oil-immersion lens many of the 
cells in the growth had a morphological resemblance to muscle fibres. He 
thought that this was a case of malignant change of the muscular element 
and resembled very closely the case illustrated in Kelly and Cullen’s book 
which they described as an undoubted case of sarcomatous change of the 
myomatous tissue. 


Dr. DatNow also showed a specimen of 
SARCOMA OF THE Bopy OF THE UTERUS. 


The patient, aged 59 years. An unmarried woman. She had always 
been healthy except for tubercular glands of the neck when a child. The 
menses commenced at the age of 16 and were quite regular up to th« 
menopause which occurred at 48. 

On admission the patient complained of a yellow vaginal discharge 
which had persisted for two years and had never been blood-stained. Fer 
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the last four months there had been persistent vomiting and also loss of 
weight. 

Examination revealed a slightly enlarged uterus and a diagnosis of 
malignant disease of the body of the uterus was made, but owing to the 
absence of haemorrhage it was thought wisest first to dilate the cervix and 
procure a section for diagnosis. After passing the first few dilators some 
necrotic-looking material came away which was taken as diagnostic, and 
abdominal hysterectomy was performed 22nd January, 1927. Subsequently 
the patient was treated with lead, receiving in all 0.4 grm. The patient 
was last seen on 17th November, 1928 and was quite well except for slight 
pain in the right side and occasional attacks of vomiting. She had put 
on two stones in weight and locally there was no evidence of recurrence. 

Sections of the growth were rather atypical but suggested a round celled 
sarcoma of rather rapid growth, several giant cells were also present. 

The interest in the case was in the fact that there was much constitutional 
disturbance and the patient did not complain of the discharge until asked 
and, in fact, had been treated as a case of gastric carcinoina, 

In spite of the area of uterus involved it was not as enlarged as one 
would expect. 


Dr. E. FARQUHAR MurRAY (Newcastle) read a note on the 


HYDROSTATIC VAGINAL PLUG. 


He considered that vaginal plugging by wool or gauze in cases of 
accidental hemorrhage or placenta praevia damaged the mucous membrane 
of the vulva and vagina and predisposed to sepsis. 

Efficient vaginal plugging implied the use of a retractor and movement 
of the patient into the cross-bed or left lateral position. The hydrostatic 
vaginal plug avoided these difficulties. The plug consisted of a balloon— 
one of the type which, when distended, had the familiar sausage-shape seen 
at carnivals. It was sterilised by boiling and distended with weak lysol 
solution by means of a Higginson’s syringe. The amount injected would 
naturally vary with the case, but in general twelve ‘“‘pumps’’ would produce 
a mass the size of a baby’s head and twenty ‘‘pumps”’ a mass which would 
tightly fill a female bony pelvis. 

As the injection was made, support was given at first by the levators but 
slowly the balloon would protrude at the outlet and this was essential if it 
was to be an efficient plug. A little practice soon indicated that the pressure 
at the vaginal vault was sufficient to produce suitable counter-pressure to 
a tight abdominal binder. When sufficient fluid had been injected the neck 
of the balloon was ligatured and the syringe was removed. A broad perineal 
pad kept the balloon in position. Its advantages were as follows :— 

1. When removed many hours later the mucous membrane was still 
glistening and undamaged. 

2. It was possible by controlling the protrusion to lessen the internal 
pressure sufficiently to allow one to examine the cervix ; after which, if still 
required, the internal pressure could be easily re-established. 

3. Its removal was extremely easy. 

4. The insertion of the plug could be effected with a minimum of dis- 
turbance to the patient. ‘ 
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Dr. LeirH Murray (Liverpool) delivered his Presidential Address 

entitled 
“ ZistTHETIC ASPECTS OF OUR WORK.” 

Avoidance of over operating, correct pathological diagnosis, meticulous 
care in history-taking and simplicity in technique were detailed in turn as 
features of our work recalled with pleasure and content. 

Need for an appreciation of the ‘sex complex’? was emphasised—parti- 
cularly in relation to teaching. Every gynaecologist should be able to teil 
most women something they ought to know. 

Our judgments and procedures should at all times be influenced by the 
work of others. Visits to Clinics here and abroad were ideal and should be 
encouraged. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynecological 
Society was held in Manchester on Friday, January 25th, 1929. 


Dr. J. W. BripE (Manchester) showed a specimen of 
SPONTANEOUS RUPTURE OF THE UTERUS ABOUT THE FOURTH MONTH 
, OF PREGNANCY. 

The patient was a primigravida, married four and a half years and very 
anxious to have a child. There was no question of previous operation at 
the time, or of accident. The specimen consisted of the uterus removed 
by sub-total hysterectomy and enlarged to the size of a four or five months’ 
pregnancy, and behind and above the left cornu could be seen a large 
gaping tear, through which protruded placental tissue, the head of the 
foetus being distinctly seen and felt through the opening. Part of the 
intact bag of membranes could be seen protruding through the lower pole 
of the uterus at the level of the internal os. There were some small fibroids 
in the uterine wall, which measured one-sixteenth to one-eighth of an inch. 
The symptoms had been those of rupture of an ectopic pregnancy, the 
patient being critically ill at the time of operation, but making eventually 
a good recovery. Dr. Bride had come to the conclusion that it was one of 
these rare cases of pregnancy in an infantile uterus, At the time of operation 
the uterine walls were uniformly transparent and very thin. There did 
not appear to be any question of cornual pregnancy, or any evidence of 
hydatidiform disease. 

Dr. ARCHIBALD DONALD (Manchester) asked whether the patient had ever 
been examined bi-manually prior to the occurrence of pregnancy and if so 
whether or not the uterus had been found to be of the infantile type. He 
could remember a case where pregnancy had occurred in an infantile uterus 
and where, at the fourth month the uterine wall, on palpation, had seemed 
extremely thin. In spite of this the patient had subsequently gone through 
a normal confinement at term. 

Dr. FLETCHER SHAW (Manchester) suggested that the rupture might have 
been due to a very rare condition namely— acute sacculation of the uterus 
during pregnancy. He had had a case of this kind and it was his intention 
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to record it in the near future. In Dr. Bride’s case there was no history 
of acute pain at the time when sacculation would have taken place. He 
would like to ask if in Dr. Bride’s case, the uterine wall had appeared to 
be very thin on careful palpation, 

Dr. LerrH Murray (Liverpool) asked for further information with regard 
to the leucocytic infiltration of the uterine wall mentioned in the patho- 
logical report. He suggested this showed that the rupture might have been 
due to an inflammatory condition. 

Dr. KiNG (Sheffield) mentioned a somewhat similar case he had seen in 
a multipara where spontaneous and fatal rupture had occurred at the sixth 
month. In this case he had attended the previous confinement when the 
puerperium had been morbid and on the ninth day, following a secondary 
post-partum haemorrhage, she had passed what appeared to be a piece of 
placenta. Microscopic examination had shown it to be a piece of uterine 
muscle. He suggested that in his case there had been, after the first 
confinement, hemorrhage into the uterine wall analogous to accidental 
hemorrhage, which had resulted in a uterine scar which had ruptured 
during the next pregnancy, 

Dr. BripE (Manchester) in reply said that the patient had never been 
examined bi-manually before becoming pregnant, so he could not say 
whether the uterus had been infantile in type. At the time of operation 
the whole uterine wall was very thin and almost transparent. 

Dr. Herp (Liverpool) gave a short paper on 

POsT-MENOPAUSAL HA!MORRHAGE, 
which appears elsewhere in the Journal.. 

The PresIpENT (Dr. FitzGERALD, Manchester) congratulated Dr. Herd on 
his paper. He personally in such cases was always particularly careful to 
exclude carcinoma of the cervix in parous women and carcinoma of the 
body of the uterus in nulliparous women. He thought that senile endo- 
mietritis was very rare and it was a diagnosis he always avoided. He had 
recently seen a case of haemorrhage of six months’ duration in a woman of 
66, 26 years after the menopause. On examination by curettage the cervix 
and body of the uterus had shown no abnormality, but not being satisfied, 
he had performed laparotomy and had found a small primary carcinoma of 
the Fallopian tube. 

Dr. ARCHIBALD DonaLp (Manchester) suggested that more stress might 
have been laid on the question of polypi as a cause of post-menopausal 
hemorrhage. He thought that the proportion of fibromyomata would have 
been larger if fibroid polypi had been included in this group. He thought 
that fibromyomata frequently caused bleeding after the menopause owing 
to atrophy of the capsule and the consequent liability of the vessels to 
rupture. He had seen very few cases of senile endometritis and most of 
such cases were really cases of senile pyometra. In cases where post- 
menopausal bleeding was associated with ovarian cyst with twisted pedicle, 
he thought the haemorrhage was due to back pressure. 

Dr. BripE (Manchester) recalled a case of a woman of 60 who had been 
married six months. Examination had revealed a polypus growing from 
the cervix and nothing further had been found on curettage. The bleeding 
continued and hysterectomy performed later revealed carcinoma of the body 
of the uterus. 

















Reports of Societies 497 


Dr. FLETCHER SHAW (Manchester) thought that many medical practi- 
tioners were still apt to overlook the seriousness of post-menopausal bleed- 
ing. He had seen a case recently where a uretheral caruncle had been 
present, and which he had thought to be the cause of the bleeding. However, 
he had curetted the uterine cavity as was his custom in such cases and had 
found carcinoma in the body of the uterus. He was extremely interested 
in the question of senile polypi and was rather at a loss to understand why 
the endometrium should suddenly become rejuvenated and produce polypi. 
He was surprised at the small proportion of fibromyomata in Dr. Herd’s 
figures, as he had seen many cases of post-menopausal hzemorrhage foilow- 
ing changes in fibroids. 

Dr. Lacy (Manchester) emphasised the necessity for curettage in all 
these cases. It was dangerous to assume that a caruncle or polypus if 
present, was the cause of the heemorrhage. He had known cases where, ou 
this assumption, carcinoma of the body of the uterus had been missed. 

Dr. Letra Murray (Liverpool) agreed with Dr. Herd in regard to the 
low proportion of fibromyomata causing post-menopausal bleeding. In his 
own series he had found that only three per cent of cases were due to 
uncomplicated fibromyomata. He was strongly of opinion that much could 
be done to bring the danger of such bleeding to the notice of the public by 
instruction of midwives. 

Dr. KinG (Sheffield) disagreed with curettage in these cases. He believed 
in performing vaginal hysterectomy straight away. He was also of opinion 
that post-menopausal pulypi were evidence of a pre-malignant condition. 

Dr. GouGu (Leeds) did not consider that in the cases due to twisting of 
the pedicle of an ovarian cyst the cause was mechanical. He had seen it 
in very sinall ovarian tumours, and thought the bleeding possibly due to 
a hormone produced in the connective tissue of the ovary as no lutein tissue 
was present. 

Dr. Herp in reply said that he also thought there must be some other 
cause than the mechanical theory in such cases. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


An Ordinary Meeting of the Society was held at Sheffield on Friday, 
February 22nd, 1929. 


The President Dr. FirzGera.p was in the Chair. 
Professor CARLTON OLDFIELD (Leeds) showed a specimen of 
SoME Fa:taL, BONES AND A UTERUS REMOVED POST-MORTEM. 
The foetal bones had caused intestinal obstruction. 

The patient, a single woman, came to the Hospital in July, 1927, with 
abdominal pain and a slight vaginal hemorrhage. She was found to be 
six months pregnant and had been taking ‘‘salts’”’ in an attempt to produce 
abortion. She had had a Cesarean section eighteen months previously. 
With rest in bed her pain and bleeding disappeared and she was discharged. 
She was admitted again in December 1927, with a somewhat similar attack 
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which again settled down with rest and she was discharged early in January. 
Although told to report again for ante-natal examination she never did so, 
and was re-admitted in April 1928 acutely ill. She then said she thought 
she had had a miscarriage soon after her discharge in January. She now 
had a swelling at the upper end of the abdominal scar of the Czesarean 
operation which was inflamed and tender. Shortly after there was a dis- 
charge of faecal matter and pus from this cavity. The cavity was explored 
and cleared out and two fistulee from it into the bowel were found and closed, 
but the patient died of intestinal obstruction. 

At post-mortem examination the foetal bones were found in a dilated 
portion of the small intestine below the fistulae and there was a rupture 
at the upper end of the old uterine incision. 

Prof. Oldfield remarked that it must be unusual for the small intestine 
to ingest such large and hard bodies as the foetal bones although it was 
known that the gut could ingest such bodies as swabs. 

He suggested that the sequence of events in this case had been that the 
patient was pregnant in July 1927, the rupture had occurred in December 
1927 and that the ‘‘abortion’’ reported by the patient as having occurred 
soon after January 1925 was the passage of the placenta. 

Professor MILES PHiLips discussed the specimen. 


Mr. N. L. Epwarps (Derby) described a case of 
UTERINE FISTULA FOLLOWING CAiSSAREAN SECTION. 


The patient aged 25, had had a Ceesarean section performed for obstructed 
labour in 1923. The convalescence from this operation was uneventful, no 
rise of temperature being recorded. A vear later the upper end of the 
wound broke down discharging a small quantity of pus. The sinus persisted 
and after May 1928 menstrual fluid escaped from it at the menstrual periods 
which were regular. In September 1928 the fistulous track was excised 
entire together with a wedge of the anterior uterine wall in which were 
embeded two thick silk sutures. The uterine incision was repaired with 
two layers of catgut. Convalescence was uneventful. The case illustrates 
the dangers of unabsorbable sutures in the uterine wall, 

The PRESIDENT considered it was the method of suture rather than the 
material used which gave rise to unsatisfactory uterine scars, 

Prof. FLercuer SuAw (Manchester) mentioned Eardley Holland’s figures 
relative to ruptured Cvesarean section scars and pointed out that in this 
series all the cases occurred in one establishment irrespective of the material 
used. He considered this supported the President’s statement, 

Prof. BLarrk BELL (Liverpool) prefers catgut to silk. He said ruptures 
and thin scars do occur when catgut is used. He had specimens of thin 
scars sutured by catgut which he excised and which, had they been left 
would certainly have ruptured. He had opened a patient’s abdomen who 
had had two Ceesarean sections sutured by his method (described in the 
Journal of Obstetrics and Gynecology of the British Empire, 1921, xxviii, 
530) and had found no adhesions and a sound uterine scar. 

Miss Ivens (Liverpool) asked if there was any history of sepsis following 
the Cesarean section. She considered a rise in pulse rate during convales- 
cence at least as significant of this as a rise of temperature. In her long 
series of cases (Brit. Med. Journ., 1928, 11, 1166) in cases of repeated sections, 
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she could tell by looking at the temperature charts of the previous convales- 
cence whether or not she would find adhesions at the subsequent operation. 

Mr. A. GouGu (Leeds) had had a similar case where silk was also the 
suture material. He considered that silk could be satisfactorily prepared 
and used the following method. The silk is boiled for two hours and left, 
at least overnight, in one in 500 biniodide of mercury. He had had a patient 
with a bad ventral hernia for the repair of which he used some silk prepared 
as mentioned and some catgut. A few days later a stitch abscess developed 
which was traced to the catgut, the silk stitches being quite satisfactory. 

Dr. K1NG (Sheffield) asked if any sections had been taken of the fistulous 
track and, if so, if they showed any evidence of endometrioma 

Mr. Epwarps in reply stated that there had been no marked rise of 
pulse or temperature in the convalescence following the Cesarean section. 
Sections of the fistulous track had been cut and showed no evidence of 
endometrioma. 

Prof. CARLTON OLDFIELD recounted two cases of 

RUPTURED MALIGNANT OVARIAN CysSTs. 
He does not consider rupture of malignant cysts rare. 

The first patient, a single woman, was admitted to the Leeds General 
Infirmary, in May 1925, as an acute abdominal emergency. There was con- 
siderable swelling of the abdomen with pain and tenderness. Her appearance 
was that of a patient suffering from general peritonitis. 

At operation a cyst the size of a football was found with a gangrenous 
area on its surface. The peritoneal cavity was full of dirty ‘‘boiled sago’’ 
like material. The peritoneum both parietal and visceral was thickened 
and of a deep maroon colour. The cyst was removed and all the effusion 
carefully mopped out of the abdominal cavity. The pathological report 
showed the cyst to be malignant so the abdomen was reopened and the 
remaining appendage removed with the uterus. Since operation she has 
had prophylactic doses of deep X-rays and remained quite well until recently 
when symptoms suggesting a recurrence have developed. 

The second patient had had one child; she was also an acute abdominal 
emergency. She had the appearance of a patient suffering from general 
peritonitis and there was a lump in the abdomen. Operation was under- 
taken and two cysts were found with a rupture of the larger. The abdominal 
cavity was again found full of the “boiled sago”’ like material, this was 
carefully mopped out and both tumours removed. A week later the 
abdomen was reopened and the uterus removed. After convalescence she 
had two courses of deep X-ray therapy. One year later (June 1926) a mass 
was found adherent to the transverse colon for which an enterectomy was 
performed. Fifteen months later another growth was found in the jejunum 
and this was removed. She then remained well for another fifteen months 
but now Itas a mass the size of a golf bail in the roof of the vagina. Radium 
is being used for this but cystoscopy reveals that the growth involves the 
bladder. 

Prof. Stewart had reported on the various specimens in this case as 
follows. The large ovarian cyst was a papillary adenocarcinoma closely 
resembling the growth subsequently removed from the tranverse colon. The 
growth from the colon was a typical colonic adenocarcinoma apparently 
of primary mucosal origin, that from the jejunum was of the same type. 
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Prof. OLDFIELD invited discussion especially on two points. (a) The use 
of prophylactic deep X-rays in cases of malignant disease. He thinks they 
are of value but feels that sometimes they make matters worse. (b) Prog- 
nosis in cases of malignant disease of the ovaries. He considered it was 
not so bad as was generally assumed, and quoted a patient who is alive 
six years after operation although a loop of small intestine was involved 
iii the growth. 


The PresmpENt had had a case similar to the first of Prof. Oldfield’s who 
refused further operation when pathological examination of the cyst had 
proved it to be malignant. Two years later she gave birth normally to 
a healthy full time child. She died after the lapse of another two years. 

He considered that the prognosis was not so bad as it is usually repre- 
sented and mentioned that two such patients on whom he had operated 
four years ago were still alive. He had also recently seen three patients 
from whom he had removed malignant cysts before the war. 

Prof. BLarr BELL considered that the histology of malignant tumours of 
the ovary requires thorough investigation and that prognosis depends very 
largely on the type of tumour cells. He considered that there were dangers 
which were not estimated in the use of radiology. He mentioned that he 
had seen a case where generalized abdominal malignancy had supervened 
soon after a carcinoma of the cervix had been healed by radium and a case 
of carcinoma of the breast which received prophylactic deep X-rays after 
complete surgical removal which also developed generalized abdominal 
malignancy. In general in ovarian malignant disease he considered that in 
the absence of adhesions the patient could be cured by surgery alone but 
in their presence she never could be. He had examined sections of such 
adhesions and found their lymphatics full of malignant cells. 

Prof. FLercueR SHaw remarked that Bland Sutton said every case of 
bilateral malignant ovarian growths was secondary to malignant disease 
of the bowel. Prof, Shaw did not agree with this in cases where no primary 
growth could be found at operation. He mentioned a case in which he 
removed bilateral malignant ovarian tumours eleven years ago. Three 
years afterwards he had to remove the uterus which had become the seat 
of malignant disease and she is now quite well 


In his experience prognosis 
in these cases is bad. 


He usually found adhesions and the majority of 
cases in which these were present developed recurrences. 

He had abandoned the use of deep X-rays as he considered them of no 
value. 

Prof. CARLTON OLDFIELD in reply said that Sir Berkeley Moynihan con- 
sidered that deep X-rays sometimes stimulated a few cancer cells left 
beyond the limits of the area of operation. In general he agreed with 
Prof. Blair Bell about the danger of adhesions if the peritoneum and sub- 
peritoneal tissues are involved but if the adhesions were to omentum or 
gut he considered that pieces of these organs could be removed and the 
danger minimised. 


Prof. FLETCHER SHAW (Manchester) showed a case of 
UTERINE DIVERTICULUM 


which will be published in full in a later number of the Journal of Obstetrics 
and Gynecology of the British Empire. 


Prof. Biark Brin said that in his case the mass lay in the uterine wall, 
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It was enucleated with some difficulty. It was found to be a minute uterine 
‘avity and contained retained blood. The operation cured the patient. The 
arrangement of the muscle fibres in Prof. Fletcher Shaw’s specimen sup- 
ported the suggestion that the tumour was a uterine diverticulum. 

Prof. Mines Puitiips (Sheffield) said that he had had three somewhat 
similar cases and suggested the possible origin of the tumours from Gartner’s 
duct which sometimes ran down in the uterine wall instead of in the broad 
ligament. 

Mr. Stacry (Sheffield) remarked that adrenal rests were not uncommon 
in this situation and that their appearance sometimes resembled endo- 
metrium without stroma. 

Miss IvENS (Liverpool) asked if the tumour had any real pedicle and, 
if so, if it contained endometrium. She mentioned that she had described 
a tumour in the broad ligament two years ago and had called it an endo- 
metrioma although it contained some muscle. 

Dr. KinG (Sheffield) called attention to Diderlein’s case of pregnancy in 
a uterine diverticulum. 

Prof. FLETCHER SHAW replied that the lining of the cavity of the tumour 
was definitely endometrium. It had no definite pedicle, only a few muscle 
fibres. 

Miss IvEns (Liverpool) recorded a case of 

PUERPERAL GAS GANGRENE INFECTION. 

The patient was a primigravida, aged 28. She had had no ante-natal 
‘are and came into labour one month after the expected date. The midwife 
ruptured the membranes. Labour was very slow and four days later a forceps 
delivery was attempted ineflectually. Numerous vaginal examinations had 
been made by the midwife. On admission to hospital the temperature was 
g8 and pulse 128. The child was in the R.O.A, position and no foetal heart 
could be heard. There was an offensive putrid discharge and the cervix 
was three quarters dilated and lacerated. The urine contained albumin. 
Perforation was performed and extraction completed with the aid of cleid- 
otomy. The child weighed glbs. 11 ozs. without the brain, its length was 
22 inhes. The cervix and perineum were repaired, an intra-uterine douche 
given and an injection of 4% c.c. of Pituitrin with 1 c.c. Ergotin followed 
later by 30 c.c. of antistreptococcal serum. The next day she was given 
20 c.c. Weinburg antigangrene serim and 20 ¢.c, anticoli serum subeu- 
taneously with saline. Bacillus aerogenes capsulatus was isolated from 
the lochia by innoculation of a rabbit. After an carly rise of temperature 
there was no pyrexia, but the pulse remained high, and the cervix, vagina, 
and perineum were cedematous and gangrenous. The patient had a yellow 
toxic appearance but no jaundice. Hypertonic saline packs were employed 
in the vagina and the patient made an almost complete recovery though 
the uterus remained high and fixed. 

Miss Ivens reviewed the literature of gas gangrene infection and pointed 
out that numerous cases had been recorded, particularly in Australia, of 
this infection, following criminally induced abortion. The most marked 
symptoms are pain in the abdomen, rise of temperature, rapid pulse, 
jaundice, heematuria with secondary anemia, expulsion of gas from vagina, 
physometra or surgical emphysema. She considered that when a woman 
after labour or abortion shows a yellowish tint and reddish urine it is 
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probable that she is suffering from a severe gas gangrene infection. She 
recommends the use of a powerful antitoxin in conjunction with the appro- 
priate obstetrical treatment and the need for animal experiment to isolate 
the organism. The guinea-pig is the more susceptible animal, but the 
rabbit is locally susceptible and can more usually be obtained. 

Dr. BripE (Manchester) referred to the case published by Prof. Dougal 
(Journ. Obstet. and Gynecol. Brit. Emp., 1914, xxv, 35). This patient had 
a bad accidental haemorrhage and her vagina was packed with strips torn 
from her husband’s shirt. It was thought that this packing was the source 
of the infection. 

Dr. KinG (Sheffield) referred to a case which he had seen in which there 
was a large quantity of blood in the urine. 

Miss Ivens replied that hamaturia was a late symptom and usually 
indicated a fatal termination. She stressed the importance of early animal 
injection to confirm the nature of the infection and the use of antigangrene 
serum. 

Dr. J. W. A. Hunter (Manchester) read a note on 

HYSTEROTOMY. 


At the outset he pointed out the the word ‘‘Hysterotomy”’ was used 
both for incision into the uterine body through an abdominal incision and 
for incision of the cervix per vaginam. He suggested that the word Trachel- 
otomy be used for the latter operation and used it throughout in his note. 
Trachelotomy could be used to facilitate the emptying of the gravid uterus 
either during pregnancy or at full time when it is usually done during 
labour. Acconci and Diihrssen independantly first described the method 
in 1890. 

Dr. Hunter confined himself to Trachelotomy done during labour by 
means of one or two deep incisions made to allow of delivery of a full time 
child through a previously incompletely dilated cervix. He divided cases 
in which the cervix failed to dilate in labour into two main groups : (a) those 
in which the cervix was normal and (b) those in which the cervix was 
abnormal either in size or consistence. He described the factors in normal 
cervical dilation and mentioned that failure of a normal cervix to dilate 
was frequently due to premature rupture of the membranes and considered 
that this was often due to slight disproportion between foetal head and 
maternal pelvis. ‘The cases dealt with in his note, however, were those 
in which the cervix was abnormal in length or structure. These were the 
cervix which is congenitally long or elongated as a part of prolapse and the 
cervix which is hard, thick and fibrous but not appreciably elongated. The 
latter is usually met with in elderly primiparz or in multipare as a result 
ot scar tissue formaticn. In these cases there is frequently premature 
rupture of the membranes possibly because they are unduly adherent to 
the unyielding cervix and delay may further be associated with slight 
disproportion, a hard immouldable vertex, a slight extension of the head 
or an occipito-posterior position. These cases are usually left for a con- 
siderable time to give the cervix a chance of dilating and eventually the 
patient’s pulse and temperature begin to rise. There is often a history 
of considerable interference and the child may be dead—factors which make 
Cresarean section an unsuitable method of delivery. The use of a hydrostatic 


bag, manual dilation, Willetts’ forceps and perforation all have difficulties 
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and disadvantages. Trachelotomy allows of clean incisions into the cervix 
which can be stitched up carefully immediately afterwards and will allow 
of delivery by forceps or craniotomy. 

The actual method was then discussed. A median anterior incision 
preceded by dissection of the bladder off the anterior cervical lip is an 
excellent method up to the seventh month but thereafter does not give 
sufficient room. A median posterior incision from external to internal os 
gives much better dilatation and there is no risk to the bladder but there 
is considerable difficulty in its repair and the field is obscured as it is in 
the direct path of the blood flowing down through the cervix. Postero- 
lateral incisions, (one or two) were recommended. They must be boldly 
made right up to the fornices to ensure that the cervical canal is split from 
external to internal os and may be six to eight inches long. It is important 
to keep behind the middle line to avoid the cervical branches of the uterine 
artery. The site of the second incision should be marked before the first 
is made otherwise the retraction which follows the first incision makes 
orientation difficult. ‘There is sharp haemorrhage when the incisions are 
made but this is controlled as soon as the presenting part is drawn down 
into the brim. In stitching up the incisions accuracy in opposition must 
be secured and Dr. Hunter described a method of assuring this. Hemorrhage 
may ‘be temporarily controlled by a tractor suture which should later be 
removed. The chief criticism of the operation is the danger of upward 
extension of the incisions but in 13 cases performed at full time Dr. Hunter 
had had no upward extension of the incision and no fatal or serious compli- 
cation. He attributed this to ensuring that the incisions extended right 
up to the internal os. 

The PRESIDENT considered that the cervix would dilate in most cases 
by means of morphia if the patient was given rest. 

Dr. Bribe considered that where morphia failed, manual dilatation would 
succeed and no tears would result if this dilatation were spread over a long 
time. He agreed that trachelotomy had a place and had used it in the 
case of a young girl with a congenitally elongated cervix where the child’s 
head was outside the mother’s vulva still enveloped in the undilated cervix. 

Prof. FLETCHER SHAW said that Sir William Sinclair used to do many 
trachelotomies but used them mainly in the rapid delivery which was in 
vogue in his day in cases of eclampsia. He considered the operation could 
be useful. Most cases yielded to morphia or Willetts’ forceps but if they 
did not and the maternal pulse began to rise then trachelotomy would be 
useful. 

Dr. HUNTER in reply said that he did not wish to advocate the method 
in large numbers of cases but only to remind members of it as a means of 
delivery. The average duration of labour in the cases in which he had used 
it was 68 hours and some of the patients had been under the influence of 
morphia for two days. 


NORTH OF ENGLAND OBSTETRICATL AND GYNASCOLOGICAL 
SOCIETY. 


A Meeting of the Society was held in Liverpool on Friday, March 15th, 
1929. The President Dr, FirzGeratp (Manchester) was in the Chair. 
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Prof. BLarr Bri (Liverpool) showed a specimen of 
A UTERUS WITH SCAR OF A CASSAREAN WOUND. 

This specimen was obtained at the post-mortem examination of a patient 
who died a few hours after an emergency Czesarean section. 

It demonstrates clearly the result of the procedure advocated by the 
exhibitor and described by him in the Journal of Obstetrics and Gynecology 
of the British Empire, 1925, XXX1i, 727. 

The strong, heaped muscular scar, the absence of catgut on the peritoneal 
and mucosal surfaces, and the complete apposition of the parts are revealed. 

The question of rupture of the Cesarean scar had often been discussed 
and cases had been admitted to the Royal Infirmary in the last few years 
of both rupture and impending rupture. Prof. Blair Bell knew of no case 
of his own in which such conditions had supervened. It was, of course, 
obvious that infection in a scar might be responsible for imperfect union, 
but he was convinced that the method of suture was a paramount importance 
whether in clean or infected scars. An unpunctured, accurately-apposed 
mucosa and wide muscular union, as shown in the specimen, must be of 
importance. Furthermore, the absence of suture material projecting on 
the peritoneal surface removed or reduced a constant source of omental and 
intestinal adhesions. 

The PRESIDENT stressed the necessity for accurate opposition of the edges 
of the scar. He said that his method of suture was similar to that of Prof. 
Blair Bell except that he did not use the mattress suture. A patient of his 
had had a temperature after an emergency Cesarean section. She did not 
report on her next pregnancy but delivered herself normally. In the third 
pregnancy the scar ruptured. 

Miss IvENs (Liverpool) said that she avoided the endometrium in sewing 
up her scars and used two layers of catgut, the last layer taking a large 
bite of uterine muscle. She had had an opportunity of studying one of her 
sears five weeks after Caesarean section. The patient had fibroids and as 
conditions were not suitable for hysterectomy at the time of Czesarean 
section the uterus was removed five weeks later. The uterus showed that 
the scar was thicker than the rest of the uterine wall and microscopically 
its track could be traced by a line of giant cells. 

Prof. BLarR BELL replied that a badly sewn wound was more likely to 
rupture afterwards even in the absence of infection. 

Prof. Barr BELL also showed two specimens. 
1, A FIBROMYOMA INVADED BY ADENOCARCINOMA OF UNKNOWN ORIGIN. 


The patient was a single woman, aged 47. Eight months previously she 
had had an operation in another city at which the appendix, right appen- 
dage and a rectal polyp were removed. Since then she had had attacks 
of very severe pain in the right buttock which shot down the leg. On 
exainination a fibroid uterus was discovered. At operation a complete 
hysterectomy with left salpingo-oéphorectomy was performed and a tumour 
densely adherent to the rectum and uterus was removed. The convalescence 
was uninterrupted but the patient continued to complain of severe pain in 
the lower part of the back. Sigmoidoscopy by Prof. R. E. Kelly showed 
an annular constriction of the rectum, fixed to the left wall of the pelvis. 
The lumen, which admitted the little finger, was lined by normal mucosa. 
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Prof. Blair Bell had been informed that the patient later had a colostomy 
for intestinal obstruction and eventually died of uremia. 

Sections of the tumour adherent to the rectum and uterus showed it to 
be composed of ordinary fibromyomatous tissue. No malignant tissue was 
discovered in the area of attachment to the uterus or elsewhere. It was not 
possible on histological or other evidence definitely to assert that the 
malignant development in the fibromyoma was secondary to cancer of the 
rectum but this appears probable and it is unfortunate that no section was 
made of the rectal polyp. 

Mr. Stacry, (Sheffield) had seen a case where adenocarcinoma developed 
in an area of the sigmoid which had been the seat of diverticulitis. 

Prof. BLAIR Bewt, considered that the invasion of this tumour had prob- 
ably been along the lines of the adhesions. 


2. RurrurRepD PAPILLARY OVARIAN TUMOUR WITH INTERESTING 
CLINICAL HISTORY. 

The patient was a single woman, aged 35. Eighteen months previously 
she had had the left ovary removed by Dr. Leith Murray which was the 
seat of a growth similar to that now described. It appeared malignant 
macroscopically but on section was proved to be innocent. There were 
two pints of non-blood stained fluid evacuated from the abdomen due to 
rupture of the upper pole of the tumour previous to operation. In January, 
1929, she was admitted to a medical ward with abdominal swelling, dyspnoea 
on exertion, swelling of the ankles and loss of weight. One and a half pints 
of fluid avere aspirated from the right pleural cavity but there was no 
evidence of tubercular disease. A week later eight pints of fluid were 
withdrawn from the abdomen by paracentesis. Eleven days later she was 
submitted to laparotomy under spinal anzesthesia. Two pints of thick 
straw coloured fluid were evacuated. The growth of the right ovary was 
slightly adherent posteriorly and the uterus was displaced to the left. It 
was not removed on account of the condition of the patient. There were 
bands running over the growth which had the appearance of adherent 
intestine and omentum. The growth was also cystic in several places, but 
its general appearance, however, was that of a friable soft solid malignant 
tumour. Histologically it was a papillary adenoma. 

Dr. K. V. Batiey (Manchester) read a paper on 

THE PATHOLOGY OF CERVICITIS. 

In this work he had made a routine examination by histological methods 
of S50 specimens of the cervix uteri. His object has been two-fold : (1) To 
ascertain the precise pathology of so-called cervical ‘‘Erosion’”’ and (2) with 
a thorough knowledge of this pathology as a basis to enquire into the 
problem of the inception of cervical cancer. 

He therefore divided the work into two parts. Part I deals with the 
pathology of cervicitis and Part II with the relation between cervicitis and 
cervical cancer, which involves the question of the basic cause and nature 
of cancer inception in the cervix. 

He considers the pathology of cervicitis to be included under two types : 
(a) the relatively unimportant condition of so-called ‘Congenital Erosion,” 
and (b) the large group of inflammatory erosions. With regard to (a) the 
term ‘Congenital Erosion’”’ has been applied to explain the reddened patch 
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observed to envelope the external os in the nulliparous and presumably 
non-infected cervix by certain observers amongst whom Moench and Reel 
are prominent. It is suggested that the condition is due to an anomalous 
growth of the mucous membrane lining the cervical canal whereby it fails 
to recede during infancy from its encroachment on to the portio. He had not 
verified or disproved this view, but asserts that cases of this type in his 
series show definite evidence of an associated “inflammatory reaction”? which 
presumably then, would be a secondary nature. 

The type known as ‘‘Congenital Erosion’’ is by comparison relatively 
rare, and is consequently from the point of view of this work, of much 
less importance as a precursor of cancer than the great group of inflam- 
matory erosions with which he will deal later. 

Histologically there is no reason to differentiate between this type and 
the proliferative “erosion”? which is brought about as the result of irritation. 
The inflammatory reaction is there or has been there, whether it is the 
vause of the lesion or secondary to it depends upon one’s acceptance or 
otherwise of the eetiological theory, 


Inflammatory Erosion. 





The pathological life history of this condition falls into four distinct 
stages :— 





Stage I. The Primary Effects of Irritation. (A temporary phase of true 
erosion). 







The irritant at this moment is acute, and is evidenced by the presence 
of a localised reddened patch of affected surface tissue in the region of the 
external os. Microscopically, the squamous epithelium of the portio is 
seen to be stripped off bodily at the level of its lowermost layer of cells 
and lifted up by the invasion of masses of large and small blood cells and 
others composing the exudate excited by the inflammatory reaction. There 
is no cell reaction either on the part of the squamous epithelium or the 
columnar epithelium of the cervical glands. The picture is one of complete 
and rapid destruction. This first stage is a true erosion. There is actual 
loss of surface epithelium with no replacement. 











Stage II, Epithelial Reaction to Inflammatory Irritation. (Proliferation 
and Repair). 












This stage marks the limit of the inflammatory ascendancy. The 
evidences of the inflammatory reaction are definitely lessened. The surface 
exudate is less, and it is intimately associated with the new surface 
epithelium covering which is identical with and derived from the columnar 
epithelium lining the cervical canal and glands. The gross appearance 
shows a roughly circular area around the external os, reddened and slightly 
raised above the level of the portio. This area is soft and ‘‘velvety”’ to the 
touch and may bleed on examination. It 1s caused by a true redundancy 
of abnormally situated columnar epithelial elements in association with 
the products of a subsiding inflammatory reaction. Eden and Lockyer 
suggest the term ‘Proliferative Adenoma of the Cervix’? on account of 
the appearance produced by this stage. 
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Stage III. Replacement of Columnar by Squamous Epithelium on the 
surface of the affected area. Commencement of final Repair. 


The general histological picture presented by this stage is one of gradual 
encroachment on the part of a highly sensitive epithelium in its purpose 
of covering an area still smarting from the attacks of a severe irritant, 
which has been checked by proliferation of columnar epithelium. 

This epithelial encroachment is made as the result of new tissue growing 
from the basal layer of the nearest unaffected squamous covering upwards 
towards the adjacent columnar epithelial surface and lifting this single layer 
up in lever fashion—thereby gradually replacing it. The new squamous 
covering at this stage is only two or three cells in thickness, but prolifera- 
tion is seen to take place as the advance proceeds until the actual growing 
cdge may assume almost a normal thickness. 

It is a noticeably constant feature of this stage that the tissues immedi- 
ately beneath the columnar epithelial elements are greatly rarefied. This 
is due to the absorption of the products of inflammation which have occupied 
this area up to this time. Cell downgrowths of varying type and size occur 
both from the newly produced squamous elements and the adjacent surface 
covering in response to contact with the subsiding causative irritant. 


Stage IV. The Stage of Ultimate Healing. 

This is the stage at which complete ascendancy has been gained over 
the surface tissues by the new epithelial covering. The process of ultimate 
healing is often effected in the presence of some irritation and consequent 
irrgularities of the epithelial surface result. This stage is characterised by 
the presence of dilated gland spaces situated beneath the new covering—the 
result of mechanical blocking of their ducts by the squamous cells. Pseudo 
malignant appearances result from irregular downgrowths of squamous cells, 
especially in connection with the mouths of dilated gland spaces near the 
surface. In other instances complete healing has taken place practically in 
the absence of irritation and a uniform thin squamous covering results. 

In addition to these four stages in the life history of cervical ‘‘erosion”’ 
a condition of ulcerative “‘erosion’”’ or true erosion pathologically akin to 
the ‘‘erosion’’? already described, and therefore to be a condition which 
should be classified together with its allied state. 

Ulceration of the cervix may or may not involve the area of the external 
os, but most frequently does. 

The gross appearance reveals an irregularly outlined depressed and 
granular area—smooth and discoloured to a reddish yellow by the surface 
exudates—partly or wholly involving the portio in the region of the external 
os, which itself is usually heavily distorted by lacerations and scars. 

This series shows 42 cases of true ulceration of the cervix and it is 
a relatively common condition in association with the damaged and hyper- 
trophied cervix usually removed during the operation for uterine prolapse. 

The salient features of the gross aspect of this condition—which differen- 
tiate it from proliferation ‘‘erosion’’—are (i) the depressed nature of the 
affected area (ii) the overhanging epithelial edges in immediate contact and 
(iii) the smooth granular surface coated with chronic exudative material. 

Histologically this state presents a very characteristic appearance. The 
surface of the affected area is entirely denuded of epithelium and is 
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composed of a mass of granulation tissues exhibiting varying degrees of 
organization. This depressed granulomatous area extends deeply into the 
subjacent tissues, presenting a relatively dense structure and containing 
no epitHelial elements. The adjacent squamous epithelium exhibits typical 
irritative downgrowths which vary in size and shape according to the degree 
of activity of the ulceration. 

Nomenclature from the pathological standpoint, the term ‘‘Erosion” is 
erroneous. 

Bailey would assert that the correct nomenclature in the group of cases 
hitherto known as ‘‘Erosion”’ (‘‘Papillary,’’ Follicular,” etc.) is Peri-oricular 
Cervicitis : that true ulcerations of the cervix should be termed Ulcerative 
Cervicitis : and that infection limited to the cervical glands is properly 
termed Glandular Cervicitis. 


EDINBURGH OBSTETRICAL SOCIETY. 


The first Meeting of the eighty-fifth session of the Edinburgh Obstet- 
rical Society was held on Novmeber toth, 1928. Professor R. W. JOHNSTONE, 
C.B.E., delivered the Presidential Address on :— 


THE GREATER GYNASCOLOGY ; 
Its RELATIONS TO MEDICINE AND SURGERY. 





Professor JOHNSTONE recalled that the foundation of the Society in 1840 
was in the main due to younger members of the profession, who were 
practising midwifery and who were admittedly “dissatisfied with the 
position that branch of medicine held in the eyes of the profession and 
public, and who were anxious and determined to make an effort to raise 
it to a position more worthy of the important interests it guarded and the 
onerous duties it performed’’. Records of these days clearly showed 
that practitioners in obstetrics were looked upon by their bretheren as 
being engaged in the practice of an inferior sort of art, which had little 
connection with cither medicine or surgery. 

In seeking for an explanation of this alleged inferiority, Professor 
Johnstone briefly sketched the history of midwifery, and indicated how 
the development of obstetrics was retarded by the practice of the art 
being in the hands of ignorant midwives. Little advancement was made 
during the fourteen centuries following the work of Soranus of Ephesus 
until William Harvey wrote his chapter on Labour, the first original 
English work on midwifery. The Chamberlen family and their impor- 
tant discovery did much to drive out the uneducated midwife, who had 
been the sole attendant on the parturient woman for centuries, as no 
untrained woman could use such an instrument as the forceps on the 
living mother and the living child. Further advancement in the science 
and art of obstetrics was made during the next century, principally by 
Smellie, William Hunter and Charles White, and it was due in the main 
to the teaching and influence of these great men that the practice of 
midwifery was finally transferred from the ignorant midwife to the trained 
male practitioner. The rapid development of the science of obstetrics 
alter this transference had been accomplished showed what a retarding 
influence had been exercised during the long reign of the uneducated 
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midwife. Surgery had suffered an eclipse similar to that of midwifery 
during the Dark and Middle Ages, and its elevation to equal partnership 
with medicine was a comparatively recent development, for which the 
genius of Paré, John Hunter, J. Y. Simpson, and Lister was required. 

Referring to the origin of the Edinburgh Society, Professor Johnstone 
indicated how such a Society could exercise beneficial influence, and 
how the Edinburgh Society had been doing so. The development of 
obstetrical science and art during the last eighty-five years had been 
reflected at every step in the work of the Society. Thus, in its annals 
are to be found the original papers on the introduction of anzesthetics 
and their application to labour by the genius of J. Y. Simpson; the 
application of Lister’s antiseptic principle to labour; the invention of 
rubber bags by Keiller, and their introduction into the uterus for induction 
of labour; the improvements of the forceps by the Simpsons, and later 
by Milne Murray, to mention only a few of the earlier papers. In the 
last thirty-five years the work of the Society had shown no deterioration 
and all the later discoveries had been fully discussed, and several had 
found origin within its precincts. 

Very important physiological and pathological research had been 
carried out by numerous Fellows of the Society, perhaps the most import- 
ant being the work of Matthews Duncan and of Hart and Barbour on the 
anatomy and physiology of labour, and the series of contributions by 
Ballantyne on ante-natal pathology. 

Gynecology was not a recognized science when the Society was 
founded, and it was not until the Society had been in existence for twenty- 
five years that gynecology emerged as a specialised branch of medical 
science and practice, the outcome of the work of both the surgeon and the 
obstetrician jointly. In their modern conception, obstetrics and 
gynecology are inseparable as ‘‘The Greater Gynecology.’’ It had been 
aptly said that good midwifery was preventive gynecology, and until a 
considerably higher standard of midwifery was reached, it would remain 
true that half of gynzecology was reparative midwifery. 

In this organic union midwifery and gynecology were now intimately 
linked up with both medicine and surgery. To medicine they are linked 
by the recent developments of biochemical study of the maternal 
metabolism, of the toxeemias of pregnancy, and of the nutrition of the 
foetus ; while the wide field of endocrinology was common to both medicine 
and the greater gynaecology. With surgery the greater gynecology was 
closely linked by the numerous operations required to be performed, not 
only in gynzecology, but also in midwifery. 

The whole position had been summed up very succinctly by Sir George 
Newman in his remark that “the obstetrician and gynecologist is the 
great example of the unity of Medicine and Surgery in actual practice.” 
Here is the full integration ; Professor Johnstone pointed to the signifi- 
cance of such a remark being applied to the practitioner of what in 1840 
was regarded as ‘an inferior sort of art which has little connection with 
either of the great departments of Medicine or Surgery.”’ “Of a truth,” 
he concluded, “the Cinderella of Medicine, as Midwifery used to be 
called, has found her Prince in Gynaecology, and taken her rightful 
place in the family at last.” 
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A hearty vote of thanks was proposed by Dr. Haig Ferguson and was 
seconded by Dr. T. Watts Eden. 


ERRATUM. 
In the Transactions of the Edinburgh Obstetrical Society in the Autumn 
number of this journal, on page 543, line 8 should read L.0.A. 60%, 
ROCA. 304 Orb. Oo ase Os bea. 


EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the above Society held on Wednesday, gth January, 
1929, with the President, Dr. HatG FURGUSON, in the chair, a communi- 
cation was read by Dr. H. S. Davipson, Dr. DouGLas MILLER and Dr. 
ELSIE CROWE on 


NCLAMPSIA : A SURVEY OF 159 CASES TREATED BY CONSERVATIVE METHODS. 


Dr. Mitner referred to the discussion on the ‘ Prognosis and 
Treatment of Eclampsia’’ which formed the principal subject for 
consideration at the Congress of Obstetrics and Gynzecology in Liverpool 
in 1922. At this meeting the advantages of conservative over more radical 
methods of treatment were so convincingly emphasised by the relatively 
low mortality in the Dublin group of cases that the Dublin method of 
treatment, with minor modifications, had been employed as a routine in 
the Edinburgh Royal Maternity Hospital during the five year period 
1y23—1927 inclusive. 

Dr, Miller’s paper presented a survey of 159 cases of eclampsia treated 
by this method and comprised an analysis of such symptoms and signs 
as coma, the number of fits, the degree of cedema, the degree of albu- 
minuria, blood pressure, pulse rate and temperature in their relationship 
to prognosis. The findings obtained confirmed in large part what was 
already believed in regard to the prognostic significance of these phe- 
nomena. An important exception, however, was noted in regard to 
blood pressure readings, which in the series of cases studied the mortality 
ratio had proved to be in, inverse proportion to the height of the blood 
pressure. When the systolic blood pressure at the time of admission to 
Hospital was under 150 im, Hg. a mortality ratio of 27 per cent was 
recorded : in a second group with blood pressure ranging from 150 mm.— 
iso mm. the mortality ratio was 14 per cent, while in cases in which a 
blood pressure over 180 was noted the mortality rate was 13 per cent. 
No satisfactory explanation could be offered for figures so much at 
variance with what was generally believed in regard to the serious 
prognostic significance of high blood pressure in eclampsia. 

In regard to cedema it was found that while the absence of cedema had 
been associated with a mortality of 24 per cent the presence of marked 
«edema had carried with it a death rate of over 30 per cent, a moderate 
degree of cedema being much less serious than either extreme. Further 
investigation showed that in each of the four fatal cases in which cedema 
had been absent death had resulted directly from intense toxemia, 
whereas in the 12 fatal cases in which cedema had been extreme, pul- 
monary complications had contributed largely in five cases to the fatal 
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issue, in four of these death being due directly to pulmonary cedema. It 
would appear, therefore, that while the absence of cedema was a sign of 
great danger, possibly because it implied concentration of toxins in vital 
tissues, extreme oedema carried with it a special risk of pulmonary 
involvement. 

The feetal and neonatal deaths numbered 65 giving a mortality per- 
centage of 39.1. The exclusion of 28. cases in which the child was 
delivered before the 36th week of pregnancy and of 14 cases in which the 
child was believed to be dead at the time of the patient’s admission to 
Hospital gave a reduced fcetal and neonatal death rate of 18.5 per cent. 

There were 28 maternal deaths in the total series, a mortality ratio 
of 17.6 per cent. This figure compared with a mortality of 25 per cent 
during the ten year period 1912—1921. The causes of death, confirmed 
in 22 cases by autopsy, were as follows :—toxeemia 13 cases, pulmonary 
complications seven cases, cerebral haemorrhage six cases, septicaemia 
one case and acute heart failure one case. 

In conclusion the speaker said that while in general the intensity of 
toxzemia could be reliably gauged by the extent and severity of the signs 
and symptoms specially considered, it was necessary to bear in mind 
the notoriously uncertain course which any case of eclampsia might follow, 
so that even when the omens were favourabe, response to treatment 
might suddenly and apparently without reason fail, and hopefulness be 
replaced by grave anxiety. In particular it had been found in this series 
that the occurrence of cerebral haemorrhage had appeared to bear little 
relationship to the severity of the disease. In only one of the six cases 
in which death was due to this complication had the toxemia been so 
severe as of itself to make the prognosis anxious, nor in any of them 
had the systolic blood pressure exceeded 180 mm. In a hemorrhagic 
toxeemia of this nature the occurrence of hemorrhage in the brain, or 
on the other hand in some less vital tissue, such as the liver, would 
appear to be largely a matter of chance and an accident accordingly over 
which the attendant had little or no control. 

Dr. ELSIE CROWE then gave a short resumé of the chemical findings 
in 86 cases of eclampsia. As a result of these investigations she was led 
to the following conclusions :— 

1. That almost all cases of eclampsia sustain renal damage, as shown 
by (a) a diminished power of execretion and of concentration of urea 
(Maclean’s urea concentration test) and (b) a high blood urea. The con- 
centrating power of the kidney varies at different stages of the illness, 
aud may greatly improve as the patient’s general condition responds to 
treatinent. 

The normal blood urea in the second half of pregnancy is about 16 
mgm per cent, while that of the average eclamptic patient is twice as 
high (32 mgm per cent). She considered that the higher the blood urea, 
the worse was the prognosis in most cases. 

2. That tests of nephritis function are of doubtful value: the large 
niajority of cases show definitely impaired excretory power when tested 
by Rosenthal’s method (intra-venous injection of a known quantity ot 
phenol tetrachlorphthalein, and the estimation of the amount of dye re- 
moved from the bloodstream by the liver in a given amount of time) and 
almost 50 per cent of cases of eclampsia have a positive Van den Bergh 
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and a positive Fouchet reaction. These results have apparently little 
bearing on the clinical aspects of eclampsia and are of little prognostic 
value. 

Dr. H. S$, Davipson concluded by referring to the high mortality in 
cases with low blood pressure and thought that this might be due to a 
profound affection of the myocardium by the toxemia, thus lowering 
the blood pressure. He referred to the small number of deaths from heart 
failure associated with shock and collapse which bore out the importance 
of non-interference in the ordinary case of eclampsia. He made special 
reference to the number of deaths from pulmonary cedema and wondered 
whether cedema was directly traceable to the use of ether as an anesthetic 
or whether it was just part of the general edema. It became a question 
whether when an anesthetic was required chloroform should be given 
as suggested by Stroganoff or whether one should adopt some other form 
of narcosis such as gas and oxygen. 

With regard to the Stroganoff treatment it was very difficult to carry 
out in Hospital, and he could find no good purpose served by venesection 
which could not be as efficiently served by veratrone. 

Dr. DAvIpSON referred to the treatment of eclampsia by intravenous 
injection of magnesium sulphate which he had been trying for the last 
six months with good results, although up to date only eight cases had 
been treated. Magnesium sulphate acted as a sedative and anticonvulsive 
agent and produced a marked elemination by causing a large increase in 
the urinary output, followed by a marked diminution of cedema which was 
probably general and affected the brain as well as other tissues. 

Dr. Davidson concluded by considering the treatment of the fulmin- 
ating type of eclampsia and referred to the bad results obtained by any 
conservative method of treatment in such cases. He thought that by dealing 
with these cases by Cesarean section the prognosis might be improved. 


EDINBURGH OBSTETRICAL SOCIETY. 

Ata Meeting of the above Society, held on Wednesday, 15th March, 1929, 
with the President, Dr. HatG FerGuson, in the Chair, 

Dr. JAMES YOUNG read a paper on 
A SCHEME OF MATERNITY SERVICE CO-ORDINATING ANTE-NATAL, DOMICILIARY, 

AND HospPItat, TREATMENT. 

Ie said it was now generally agreed that the high maternal mortality 
and morbidity rates were dependent primarily on the inadequacy of the 
machinery of present-day midwifery. The present doctor service was 
wasteful of lives and health because the duties of general practice were 
incompatible with satisfactory midwifery. The annual death rate amongst 
mothers in England and Wales was about five per 1,000 live births. This 
implied the death of about 3,co0 women every year and, on a moderate 
estimate, at least 30,coo more women annually suffered more or less lasting 
damage from child-bearing and child-birth. The best results were found 
where the service was carried out by midwives with doctors available for 
emergencies. The proved advantages of such a combine were seen in the 
practice of the Queen Victoria Jubilee Institute nurses in England and 
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Wales and in the outdoor practice of the large maternity hospitals, where 
the death-rate was very low. An ideal practice in these regards was the 
East End Maternity Hospital in London where for many years the death- 
rate in a total of about 2,000 unselected cases treated annually was under 
one in 1,000, that is, about one-fifth of that obtaining over the rest of the 
community. On analysis the low death-rate in these hospital practices was 
found in the fact that they were carried out by self-contained units each 
serving its own district, in which the normal cases were conducted physio- 
logically by midwives and in which the ante-natal supervisions and the 
management of the abnormal cases were carried out by the doctors belong- 
ing to the service. In this way there was a continuity of supervision and 
control of the ante-natal, the domiciliary and the hospital treatment of the 
patients and of the personnel responsible for the services. The system 
made for a physiological management of the ninety per cent, or thereby, 
of normal cases and for an early discovery and efficient treatment of 
abnormalities. 

Dr. Young believed that an adequate maternity service was possible 
only if planned on a national basis, having as its object a co-ordination 
of the activities of the midwife, the doctor, the National Health Insurance 
and the Local Authorities, which at present were unrelated and often over- 
lapped. This service should work in conjunction with voluntary agencies, 
such as hospitals, and should include (1) a midwife for every labouring 
woman, (2) ante-natal supervision of every case, (3) a doctor service for 
complications, and (4) the hospital. Pending a national service much 
might be done if Iccal avtherities undertook to make provision for their 
own needs. It was important to relieve doctors in busy general practice 
ot the duties of midwifery and the doctor personnel of the service should 
consist largely of general practitioners selected because of their special 
experience and training and of a comparatively small number of specialists. 

Dr. Young believed that in every area the “unit” system should be 
aimed at as far as possible for, by ensuring continuity of treatment and 
responsibility, it would lead reciprocally, on the one hand, to an elevation 
in the standard of domiciliary practice and, on the other, to a prevention 
of the tragedies of the present-day maternity hospitals. The fact that all 
cases were under the control of the unit from the beginning meant that 
there was no vitiation of the hospital environment by the introduction of 
women with passages infected before adimission by the injudicious manage- 
ment of some outside attendant over whose methods the hospital have no 
control. In this way the atmosphere of the hospital was kept secure for 
clean midwifery. In the East End Maternity Hospital in London, whose 
practice was based on this system, sepsis had been practically eliminated 
for many years. On the other hand, infection of the normal case was one 
of the outstanding disadvantages of the present-day maternity hospitals, 
which opened their doors to clean and unclean alike. The recent report 
of the Scottish Board of Health on Maternal Mortality referred to the high 
death-rate in maternity institutions in Aberdeen due to this contagion and 
other writers (for example, Janet Campbell) had referred to the same thing. 
In the Edinburgh Royal Maternity Hospital there had been 72 cases of 
puerperal sepsis with five deaths amongst normal spontaneous deliveries 
in four years. Dr. Young referred to the complexity of the segregation 
problems which faced every such mixed hospital and raised the question 
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whether, under the present unsatisfactory conditions of maternity practice, 
it might not be desirable to abolish the large mixed hospital and, in such 
districts, to have two kinds of hospital, the one for ‘“‘booked”’ and clean 
cases, that is, those under the supervision of the hospital and, the other, 
for the infected or suspect cases. Dr. Young believed that the ‘‘suspect’’ 
case (for example, the unsuccessful forceps case, the case of placenta 
previa plugged before admission, the abortion, etc.) raised even greater 
segregation difficulties than the frankly septic case and that the tragedies 
of the hospital sprang chiefly from it. 

Dr. E. FARQUHAR MuRRAyY (Newcastle) read a complementary paper on 
the 

FUTURE OF OBSTETRICS, WITH SPECIAL REFERENCE TO THE DEVELOPMENT 

OF A MATERNITY SERVICE. 

The main criticism of the present system was that essential services 
were not available for many patients of the industrial classes, and Dr. 
Farquhar Murray indexed the essential requirements as follows :— 

1. Ante-natal supervision. 
2. Clean surroundings during the confinement which takes place under 


the supervision of a midwife. Also an abundance of surgical dressings 
and lotions. 


a 


3. A doctor who is on call to assist delivery, to repair lacerations and to 
deal with complications. 

4. Good nursing. 

5. Post-natal supervision. 

6. A consultant service. 

With regard to nursing, it was absolutely essential that the nursing 
should be good and this would never be obtained so long as handy ‘‘women’’ 
were tolerated. 

A maternity nursing service should be organised under direct medical 
supervision and control, and trained nursing should be placed at the 
disposal of a doctor whose patient was unable to make provision for it. 
Such a nursing service under the supervision of a Sister Midwife would 
ensure that accurate temperature charts were kept, and the onset of inflam- 
matory processes would be recognized early. The nurse would report the 
presence of a temperature to the sister midwife who would at once inform 
the doctor. The present system of allowing the midwife full charge was 
fundamentally wrong, and would never be righted until there was properly 
organized medical supervision of this nursing : dressings should be avail- 
able for even the poorest patients and such dressings would consist of an 
accouchement sheet, wool, binder, diapers and towels. The dressings 
would be sterilised and the nurse would be responsible for those which 
should be returned, 

Ante-natal Centres should be established and should be available for 
all doctors engaged in industrial practices. ‘The Ante-natal Centre should 
be statfed by the general practitioner who resides in the area and not by 
wholetime officers or specialists. ‘The organised Maternity Service should 
work somewhat as follows : 

Each woman would select a doctor and would enter her name at the 
nursing centre. The doctor would carry out the ante-natal examinations. 
Nursing service would be responsible for the routine urine examination and 
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health visits. The doctor would be called to the confinement if required 
by the midwife, and certain routine visits would be paid during the puer- 
perium. Consultant services should be available for patients who could 
not afford a private consultation for any cases of difficult labour with which 
the practitioner could not deal. An emergency service should also be 
organized which would provide at short notice a nurse, blankets, hot water 
bottles, transfusion apparatus, and if necessary, a specialist. By this means 
instead of transferring a shocked and collapsed patient to hospital, the 
specialist and nurse would be rushed to the patient. 

The finance of this scheme could be met without making any demands on 
the State or the Approved Societies as the Maternity Benefit could be used 
for its administration. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, 
January 25th, 1929. Sir WiL1AM SMYLY (in the absence of the President) 
in the Chair. 


Dr. D. J. CANNON showed a specimen. of 
CHRONIC METRITIS. 

He said that chronic metritis like chronic endometritis was a relatively 
rare condition. The majority of cases of so-called chronic metritis were in 
reality instances of chronic subinvolution as shown by the researches of 
Goodall and others. The patient, a nulliparous woman, aged: 36, had been 
operated upon for double pyosalpinx about four years previously. On 
account of the healthy condition of the cervix a Sturmdorf operation was 
first carried out, afterwards a Fallopian tube and ovary were removed 
on the right side, the remaining Fallopian tube was removed from the left 
side, and the corresponding ovary resected. The uterus was elevated by 
suturing the round ligaments to the back of the uterus. As a result of the 
operation the patient was relieved of all her symptoms except a muco- 
purulent discharge. About six months ago the patient had returned to 
Dr. Cannon on account of this discharge which produced a most annoying 
eczema and general ill health. She looked anaemic and debilitated. 
Dr. Cannon did a complete hysterectomy, and the patient was now com- 
pletely restored to health. The following pathological report was received 
on the specimen :—‘‘This specimen consists of a small uterus without Fallo- 
pian tubes or ovaries, also a small piece of separate tissue. Sections cut 
from the small fragment show it to be derived from the cervix. It is 
composed of ftibro-muscular tissue with a partial covering of stratified 
squamous epithelium. At one point the epithelium is slightly broken, and 
here there is an area of infiltration with chronic inflammatory cells, plasma 
cells and mononuclears. There are a few dilated blood-vessels in the body 
of the section. On cutting into the uterus the mucous lining is somewhat 
swollen, and the muscular structure shows many small red points. Micro- 
scopical sections taken through the wall, including the mucous membrane 
on both sides of the lumen, show the muscular layer to be in a state of 
fibrosis and containing many thick-walled blood vessels. The mucous 
membrane is atrophic, and although glandular acini are present, they are 
not numerous. There is no evidence of tubercle or malignant disease. The 
specimen appears to be a fibrotic uterus.” 

Dr. Cannon thought that this case was also interesting from the point 
of view of the treatment of pelvic infection. In the majority of cases 
conservative radical treatment, rather than complete hysterectomy is the 
treatment of choice. Should there be chronic endocervicitis, some operation, 
according to the choice of operation, should be performed on the cervix 
as part of the radical conservative treatment. Treatment along these lines 
helps to cure the discharge in the majority of cases which, gives clinical 
support to the view that a vaginal discharge has its origin in the cervix 
as a general rule, and not in the body of the uterus. Dr. Cannon thought 
that the pathological report. explained the failure of conservative radical 
treatnent in this case. 
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Sir WILLIAM SmyLy asked if the uterus had shrunk since the Fallopian 
tubes had been removed. He did not think that pathologically there was 
any difference between chronic metritis and fibrosis uteri. 

Dr. J. S. Quin referred to the fact that at the time of the second operation 
the patient’s chief symptom was profuse leukorrhcea. This produced 
symptoms of very great discomfort, and was often very difficult to deal 
with. He congratulated Dr. Cannon on his success in curing it in this 
case of hysterectomy, as very often it was not cured by this operation. He 
asked if the discharge had been bacteriologically examined. 

Dr. F. W. Dove said that this patient had always had a tubercular 
history, and some years previous to her marriage had had tubercular bone 
trouble. He had been present at both operations, and on the first occasion 
the case seemed to be one of tubercular Fallopian tubes, and on the second 
occasion there seemed to be a mixed infection. 

Dr. CANNON in replying said that the uterus had shrunk since the 
removal of the Fallopian tubes. When he first examined the patient he had 
suspected tubercular Fallopian tubes, but after operation no tuberculosis 
had been found. He had not thought of radium treatment, as he believed it 
had been stated that radium should not be used in true cases of chronic 
metritis where there was a discharge as well as hemorrhage. The discharge 
which was muco-purulent had been examined, but no gonococci had been 
found. 


Dr. BETHEL SOLOMONS showed a 
UTERUS REMOVED BY WERTHEIM’S METHOD. 


The woman was aged fifty-seven, a multipara. Her regular menstrua- 
tion ceased four years previously, but a year ago she started to bleed 
irregularly. On examination there was found a typical squamous cancer 
of the cervix, which bled easily on examination, and seemed fixed to all 
the fornices. It was a border-line, but somewhat dangerous operative risk. 
Radium was inserted by Dr. Stevenson, and she was closely watched for 
four months. Gradually the appearance became nearly normal, but as she 
had two heemorrhages during that time, he decided to remove the uterus. 

A microscopic report from Dr. Burke stated that “the glands show no 
abnormality, there is no evidence of malignancy, and the muscle walls 
show a good deal of hyaline change.’’ 

There was no excessive fibrous tissue during the operation, but the left 
ureter was slightly out of its usual position. The recovery was uneventful. 

Dr. W. C. STEVENSON who had given the radium treatment said that the 
dose he had given in this case was rather larger than usual, because he 
had given it in more than one place. If it had all been given in one place, 
that place would probably have been destroyed altogether. He had begun 
treatment on October 2nd, and continued it for three days, till October 5th 
(72 hours). On the four days the patient had taken some bovril after which 
she developed severe diarrhoea. Dr. Stevenson had used 49 millicuries of 
radium, and the one place he had been afraid of was the rectum, so he 
had kept the radium as far away from it as possible. The cavity of the 
uterus was seven centimeters long, and the radium tube was left for twenty- 
four hours, and was then pulled down a further two centimeters and leit 
for another twenty-four hours, at this time it was just at the cervix. 
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Dr. W. A. Tayior said that the sequence of events after radium treat- 
ment, which was described in text-books, had not followed one another in 
this case. The stage of hyperazemia had occurred when the patient had 
suffered from diarrhoea, but there had apparently been no stage of sloughing, 
as nothing in the nature of a slough had come away. After the diarrhoea 
ceased, the condition of the cervix very rapidly improved, and in fact 
appeared to be healed. This case he thought brought to notice the position 
of radium in the treatment of cases of carcinoma of the cervix at the present 
tine. These cases were divided in the literature into operable, border-line, 
and non-operable cases. He personally thought that radium removed the 
border-line cases, as all surgeons now decided to see what radium would do 
for these cases before operating. The question of giving this patient 
a further course of radium had been considered, but she had passed from 
a condition of parametric involvement to one in which no parametric 
involvement could be found, and so it appeared that the time for operation 
had come, 

Dr. D. G. Mapmu said that in this case he would have removed the 
uterus. He thought that a few years ago the dose of radium used by 
Dr. Stevenson was considerably smaller than he now used, and asked how 
many needles had been used, and where they had been inserted, and if 
in some cases needles should be inserted and left in for about six days 
without being disturbed, as recommended by Dr. Webster. 

Dr, A. H. Davipson asked if Dr. Solomons had experienced any diffi- 
culty in carrying out the operation, as it was generally supposed that after 
radium treatment much fibrous tissue formed which made the carrying 
out of a Wertheim operation difficult. He thought it possible that the 
hemorrhages were fibrotic, and wondered would the radium treatment 
not have been sufficient, and if the operation was necessary, and if it wou'd 
do good. Radium got mostly at the nearer cancer cells, and not at the 
further ones, but if in this case it had reached the further cells and killed 
them, then operation would not have been necessary. 

Dr. R. Stumer said that there were three ways for treating cases like 
the one described by Dr. Solomons, radium, deep X-ray therapy, or com- 
bined treatment by X-rays and radium, and according to recent statistics, 
the results obtained from each of these treatments were about the same, 
and at a recent meeting of radiologists it had been stated that the results 
obtained from radio-therapy in operable cases were practically the same 
as those obtained from operation. In border-line cases, cure by radio- 
therapy could be obtained in from about ten to fifteen per cent. Considering 
that the operative technique in these cases could hardly be improved, and 
that radio-therapy was only in the early stages, he thought it likely that 
the time might come when operation even in operable cases would be 
abolished, and all cases would be treated by radium. 

Dr. J. S. Asng mentioned that a patient of his had been treated by 
radium, and that the result had been very satisfactory. 

Dr. SOLOMONS replied. 

Dr. STEVENSON in replying said that it was sometimes difficult to know 
how long to wait after radium treatment before operating in these cases. 
In the present case, the treatment had been very severe, and the operation 
had been performed nine and a half weeks afterwards, and he thought that 
this was about the right time to wait. He had not used needles, but 
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had used the screen method by which it was possible to give a much more 
diffuse dose, and one which was more likely to effect the parametrium. He 
thought that leaving in the needles for six days would be a very good dose, 
though he had at present a patient in whom he thought he would leave 
them in for fifteen days. 

Dr. J. S. Quin read a paper on 


SCOPOLAMINE-MORPHINE NARCOSIS IN LABOUR. 


Dr. Quin first described the method adopted by the Freiburg School 
and then detailed the method adopted by himself. He considered it impor- 
tant that the first injection should be given to the patient as soon as labour 
had started and a further injection after the child was born. In 25 per cent 
of the patients treated the result was ‘‘very good,’’ in 15 per cent the result 
was good, and in 10 per cent there was no apparent benefit from the 
treatment. 

Dr. D. G. Mapit said it had been stated that after the judicious use 
of scopolamine-morphine the patient would pass into a somnolent sleep, 
would go into labour, and labour would pass without the patient 
remembering much, if anything, about it. His experience was that scopol- 
amine-morphine had not been as successful as this. He noticed that Dr. 
Quin, out of 61 cases, only regarded 15 as complete successes. He, per- 
sonally, attributed failure in some cases to want of complete silence in the 
patient’s surroundings. In his opinion scopolamine-morphine was not the 
ideal anzesthetic in obstetrics. He thought there were great possibilities 
for rectal ether. 

Dr. BETHEL SoLOMONS said he did not advocate twilight sleep as a 
general measure, but he thought it should certainly be given to the primi- 
gravida who dreaded childbirth, and the multipara who had had a severe 
time on her first confinement, and who looked forward with fear to the 
second. 

There was no doubt that the method was not ideal, and that ‘‘blue’’ 
babies often occurred. The room should never be darkened, for it was 
necessary that the nurse should have a good view of the patient. 

He thought a great deal of harm had been done by the advocacy of the 
method in the lay Press, and the establishment of Twilight Sleep Homes, 
where there was a doctor in charge who was not always a specialist in 
obstetrics. 

Dr. So.omons felt that the ideal anzesthetic in labour had not yet been 
obtained. 

Dr. F. W. Dove referred to a gas-oxygen apparatus which had recently 
been installed at the Coombe Hospital, and said that this method was now 
being used in America, and according to the literature, with extremely 
good results. Gas-oxygen could be given with perfect safety to both mother 
and child, and did not interfere with the progress of labour, in fact 
it was claimed that it accelerated rather than retarded its progress ; nor did 
it cause any interference with lactation. 

Dr. A. H. Davipson thought that the great disadvantage of scopolamine- 
morphine narcosis was the Supervision which was necessary. It would not 
be easy for a busy obstetrician to visit a patient every three hours, but if 
the nurse could be sufficiently trained to give the injection and to see that 
the patient did not come to any harm from it, it would be a different matter. 





520 Journal of Obstetrics and Gynecology 


Sir Wiuiam SMyLy teferring to the rules laid down for the beginning 
of scopolamine-morphine injections said that he thought when labour 
became painful was the right time to begin the injection, without any 
physical examination. The treatment seemed to him to be one which 
would be confined to the first stage of labour. Most patients in private 
practice more or less insisted on getting some kind of injection. Scopol- 
amine-morphine was certainly not the ideal treatment, but he had found 
that it eased patients and helped them greatly in the first stage. Its great 
drawback was the uncertainty of the result. Many cases in which it appeared 
to be absolutely useless turned out to be the best. 

Dr. QuIN replied, and the meeting concluded. 





